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“White Line” high pressure Dressing Sterilizer equipped for 
heating by direct steam 


EFFICIENT — ECONOMICAL — EASY TO OPERATE —SAFE 


The sub-boiler (or steam generator) is eliminated; steam direct frum the 
mains is turned into the jacket of the sterilizer and then led into the steriliz- 
ing chamber, starting the sterilizing process within five minutes. The 
sterilizer is equipped with Pauley air and condensation ejector, steam control 
valve, and individual steam trap. 


Write our Engineering Department for data on the latest developments in 
sterilizer design and construction 
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OUR MESSAGE TO THE HOSPITALS OF 
AMERICA FOR THE COMING YEAR 


Of all years in recent times this will probably be the 
most difficult. Many hospitals will feel keenly the 
economic depression. To meet and cope with these 
conditions is a great challenge to the hospitals of 
America. Unemployment with its consequent hardships 
will give the hospitals an opportunity to render an 
unusual amount of service with a largely curtailed in- 
come. Notwithstanding these conditions we have every 
confidence that the hospitals will carry their share of the 
load. Since the days of their inception they have never 
been found wanting. They will not be on this occasion, 

The solution to the problem will be found if all will 


give to their respective communities the best that is in 


them. 


The Annual Convention of the Association will be 
held in Toronto from September 28 to October 2. 
Every effort will be made to make it the most instruc- 
tive and entertaining held thus far. Superintendents 
who are desirous of rendering the best service to their 


respective institutions cannot afford to miss it. 
7 e / } 
Yours very truly, 


Lewis A. Sexton, M.D. 


President, American Hospital Association. 


—+04——__ 
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TORONTO—1931 


The Board of Trustees at its meeting, December 15, selected Toronto 
as the place for holding the thirty-third annual convention of the American 
Hospital Association and from September 28 to October 2 as the dates. 
Twenty-two years ago the Association held its tenth annual convention in 
Toronto. Those who attended that convention will recall the delightful 
hospitality which our co-workers in Canada extended to us. The city will 
_have new attractions for its guests. Its wonderful hospitals, fine institu- 
tions of learning, the places of historic interest, and, more than all, the 
delightfui charm of its people will all contribute to make our convention 
stay a pleasant and profitable one. 

The meetings will be held in the large and well arranged hall, a ten- 
minute ride from the leading hotels and the downtown center. The pro- 
gram is being arranged and will be one of unusual interest. 

Among the interesting entertainment features will be a trip down the St. 
Lawrence River, through the Thousand Islands and the Rapids to Montreal 
and Quebec. Our hospital friends in Canada have come to the conventions 
of the Association in large numbers each year and Toronto will entertain at 
the thirty-third annual convention one of the largest assemblages of hos- 
pital people that has been brought together at any time or in any city. 

The dates of the convention have been selected so as to afford those who 
attend an opportunity to combine the convention work with a delightful 
vacation in one of the most beautiful and interesting sections of this con- 
tinent. 

Toronto, with its convention halls, its fine hotels, its available transpor- 
tation by rail, steamship, or automobile, and its proximity to the large popu- 
lation centers, is an outstanding convention city. Reduced transportation 
rates on all lines of travel have been secured and the hotel rates are com- 
parable with those of San Francisco and New Orleans. We anticipate the 
most successful and best attended convention in the Association’s history. 


+0 e— 
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EDITORIALS 


HOSPITALS IN THE NEW YEAR 


In all human experience the lessons that serve us best are those we learn 
through personal sacrifice or through some form of self-denial. Hospitals 
have passed through their Gethsemane during the past twelve months. Like 
all worthwhile institutions they have survived worse depressions than the 
present, overcome greater obstacles than those that face them, and emerged 
from their difficulties stronger and more secure in their value to humanity. 
They have reconciled the greatly increased demand for their charity beds 
and free services with their materially decreased revenues. To their eternal 
credit, there has not been a report of a single instance where a hospital has 
denied admission to an indigent patient. 

Where other agencies, for the public weal may have failed in their effort 
to make their largest contribution to the relief of the poor, our hospitals 
have increased their facilities for the care of the sick. Every reporting hos- 
pital shows a larger number of admissions for 1930, with a lessened income.. 

Hospitals have learned from the past year’s experience the lessons of 
economy, thrift, and increasing service to humanity. The New Year will 
witness a material reduction in new hospital construction, but a greater 
efficiency in existing hospital operation. There will be less money spent in 
expensive furniture and equipment installation and more spent for the 
practical necessary features of hospital operation. 

Our hospitals approach the New Year somewhat fatigued by their travel 
over the rough roads of 1930, chastened by the self-denial they have ex- 
ercised, but greatly heartened by the consciousness of having discharged 
their responsibilities in a commendable manner and confident that they have 
earned and enjoy the approval of those who support them. 


——=— $6 


THE ANNUAL DUES 


The payment of the annual dues secures for each personal and insti- 
tutional member a paid subscription to THE BULLETIN of the Associa- 
tion, a copy of the Transactions of the annual convention, and all of the 
publications issued by the Association during the year. The work of the 
Association is of determined value to the membership. The program that 
is being planned for the present year will be of increased service to the 
hospital field. Membership in the American Hospital Association identifies 
both the institutional and personal member with every advance in hos- 
pital service. In supporting the Association each member is making a defi- 
nite contribution to the betterment of all hospitals. 

The institutional membership was increased by 150 hospitals during the 
past year and the personal membership by 267 members. The total num- 
ber of hospital beds represented by the institutional and personal member- 
ship is in excess of 450,000. 
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THE DUTIES AND THE DOUBTS OF A 
TRUSTEE’ 


By CHARLES ROSEN 
President, Board of Trustees, Touro Infirmary, New Orleans, Louisiana 


HE PRIVILEGES AND DUTIES of a hospital trustee are such that we 
es avoid being both interested and involved in any suggestion 

or discussion regarding medical service in general and hospital service 
in particular. However, we must temper the altruistic with the practical 
and, while appreciating our responsibilities to the community in all that 
pertains to its welfare and health, we must, at the same time, scrutinize 
carefully the economic side of our organizations. Inevitably, therefore, 
we have become concerned during the past few years with the problem 
of the costs of illness. Sundry and various tirades have appeared in the 
lay press regarding the heavy burden thrown on the average family by the 
costs of medical care, and many medical writers have taken up their cudgels 
in behalf of the profession. A goodly portion of the criticism has been 
directed against the hospital and this much maligned institution has been 
but feebly articulate in its own defense. 

Several agencies during the past decade have concerned themselves with 
this subject and have conducted surveys in an attempt to accumulate and 
classify all the information necessary for an intelligent study of the prob- 
lem. Among these are the Committee on Dispensary Development of the 
United Hospital Fund of New York which was organized in the autumn 
of 1920 with Michael M. Davis, Ph.D., as executive secretary, and the 
Committee on the Cost of Medical Care which was formed in May, 1927, 
under the chairmanship of Dr. Ray Lyman Wilbur. The Metropolitan 
Life Insurance Company, through its officers, Lee K. Frankel, Ph.D., and 
Louis I. Dublin, Ph.D., have contributed much to the literature on this 
subject and the Julius Rosenwald Fund, of which Dr. Michael M. Davis is 
now director of medical services, has also attacked the subject in a very 
practical manner. 

A survey which more closely concerns us in New Orleans was that 
undertaken under the auspices of the Council of Social Agencies of New 
Orleans, for the period July 1, 1925 to June 30, 1926, the actual work of 
which was carried on by Miss Beatrice Adams, its field investigator, being 
an admirable comparative study of the expenditure, resources, income and 
service of the hospitals and clinics of this city. From this survey, we find 
in New Orleans alone— 





. 1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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“Over $5,500,000 was expended for social welfare in the city of 
New Orleans between July 1, 1925 and June 30, 1926. Of this, 68 
per cent, or $3,830,375, represented the expenditures of organizations 
and agencies ministering to health needs. The bulk of this amount— 
all but $342,760—was spent by our hospitals, the out-patient depart- 
ments maintained by them, and the special clinics operated under the 
auspices of various public departments and private agencies. 

“This $3,500,000 maintained 4,136 hospital beds; it kept open our 
clinics and dispensaries for 20,303 clinic periods; it served 225,154 
people—a number equal to more than half of the population of the 
city ; it defrayed the cost of 33,516 major and minor operations, 33,916 
emergency cases, and 4,728 births. It represents a huge community 
enterprise, significant even in its large monetary expenditure; vastly 
more so in terms of the well-being of the city.” 

It is inevitable that the cost of medical service should increase to keep 
pace with the developments in scientific medicine. Improvements in med- 
ical science have made necessary the use of more expensive agencies for 
diagnosis and methods of treatment, and one cannot help being impressed 
by the contrast in the equipment of the present day modern hospital with 
that of the same type of institution ten or twenty years ago. 

Allon Peebles of the Committee on the Cost of Medical Care estimates 
that hospital beds have increased from 

421,000 in 1909 to 
890,000 in 1928. 


There are seven thousand hospitals in the United States and each day on 
the average they care for about 700,000 patients. 

From the report of Miss Adams, previously referred to, there were in 
1926 (and the figure has not materially changed since then) fifteen hos- 
pitals in New Orleans having a total bed capacity of 2,677 beds, caring for 
46,708 patients annually. 

“Of the 2,667 hospital beds in use for resident service in New 
Orleans, 2,506 are definitely allocated to free or pay service. Of 
these, two-thirds, or 1,666 beds, are reserved for work entirely free 
of charge, and one-third, or 840 beds, for the work for which payment 
is made, either in whole or in part.” 

The report of the American Hospital Association covering 676 general 
hospitals and reports of the State Board of Social Welfare of hospitals in 
New York State show an average cost of $5.50 per patient day and an 
average hospital stay of twelve days. Thirty years ago, the average stay 
in hospital was thirty-six to thirty-nine days. Surely increased efficiency 
and modern equipment have accomplished a great deal. 
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The public and the profession demand hospital service, and we must 
afford means for centralization of medical and surgical skill and the avail- 
ability of other trained personnel. The public prefers hospitalization to 
treatment at home and the doctors clamor for staff appointments or other 
marks of affiliation with our “institutions of healing.” Much of this has 
probably been induced by changed modes of living, by the growth of the 
apartment system and the difficulties of the servant problem, but the facts 
which we must face are the inevitable rising costs of hospital care, the 
unjust and inequitable distribution of these costs, and the inadequate means 
for provision against them. 

Hospital reports and balance sheets convey little information of value 
in many instances and, unless based on a standardized plan of cost distribu- 
tion, are worthless for purposes of comparison. The American Hospital 
Association has accomplished much in this direction, however, and their 
efforts toward standardization (using the word in the less obnoxious 
sense) together with the splendid work of the American College of Sur- 
geons do much to reassure us when we consider the economic aspect of 
our efforts. 

Dr. W. S. Rankin of the Duke Endowment estimates the total cost to 
the people of the United States for the treatment of disease as not. less 
than $2,500,000,000 per year and of this, the expense for hospitals is item- 
ized at $700,000,000. 

Curiously enough, the hospital is singled out as a target of attack al- 
though it has been shown by various writers that the percentage of the 
annual bill for sickness in this country which is included in hospital costs 
varies from 10 per cent to 30 per cent. 

The Metropolitan Life Insurance Company survey of 1928 showed 12.5 
per cent of the total amount expended on cost of sickness as attributable to 
hospital service although the service was used by only one family in every 
seven and was much less than the amount spent for patent medicines and 
nostrums. 

The United States Bureau of the Census in a study of ‘Hospitals and 
Dispensaries” in the United States in 1923 reported 

49.7 per cent of patients in general hospitals able to pay in full 
19.3 per cent paid in part and 
31.0 per cent paid nothing. 

In the report for New Orleans, the survey showed : 

“Although only 66.5 per cent of our beds are allocated to free serv- 


ice and 33.5 per cent to pay, 71.4 per cent of the total days of care 
given in New Orleans are free and 28.6 per cent paid. In other words, 
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the percentage of occupancy is that much higher in the free beds than 
it is in the pay beds. 

“The report shows also not only that New Orleans ranks first in 
the per cent of free work which it gives in relation to the other cities 
covered in this study, but that the distance by which it leads is very 
substantial.” 

A hospital must accept all patients and it should require little logic to 
convince anyone that a business house would become bankrupt if paid for 
only one-third to one-half of its service while giving such service free to all 
others. 

The United States Bureau of Labor Statistics shows an average annual 
expenditure of $80 per family in budgets of the $2,100-$2,500 income 
class. Of this $8.00 or 10 per cent is estimated as paid to hospitals. 

Leo Wolman has estimated that in the United States 

6 per cent of families have an annual income in excess of .$2,900.00 

90 per cent of families have an annual income under..... 2,000.00 

67 per cent of families have an annual income under..... 1,450.00 


Here lies the gap between the cost of medical service and the purchasing 
power of the public. The layman feels that he is overcharged and the 
physician considers that he is the sufferer. 

Added to this, there has grown during the past few years among the 
members of the medical profession a feeling that they are being exploited 
by the hospitals which provide free bed and clinic service or service at less 
than cost without remuneration to the physician. Stray mutterings of dis- 
content had reached their ears, but on June 24, at the Detroit meeting of 
the American Medical Association, a series of proposals was presented 
which we cannot afford to ignore. These comprised part of the Report 
of the Reference Committee on Reports of Officers and referred to the 
address of the President-elect, Dr. William Gerry Morgan. They urged 
that the medical profession of this country unite in a defensive campaign to 
prevent the unjust exploitation of their members by the hospitals of the 
country. Dr. Goldwater, in a very able and comprehensive article, has 
shown the other side of the picture, but I think it is something which hos- 
pital trustees must consider very seriously during the next few years. 

It is true that the medical profession since time immemorial has given 
more free service to the community than any other profession, business, or 
trade, but it is doubtful if the hospital can justly be blamed for this cir- 
cumstance. It is difficult to understand why physicians should give their 
services free to the unfortunate class who otherwise are a charge upon the 
whole community, but the profession is accustomed to it and the public 
has accepted it as a right. In fact, the taxpayer views with complacency 
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a system that relieves him of a vast financial responsibility. Much criticism 
of the high cost of medical and hospital service is also heard by those who 
do not pay either their physician or their hospital bill. The only conclusion 
is that “the time is out of joint’ and a new conception of paternalism, 
philanthropy, and public responsibility is necessary to bring order out of 
chaos. 

It is axiomatic that the state will not undertake what private or indi- 
vidual philanthropy is willing to do. In health, however, our government 
has been content in the main to concern itself with preventive medicine, 
provision for isolation, and the care of the destitute. That some broader 
scheme must be evolved seems inevitable, however, if this nation is to keep 
pace with its progress in other departments of national welfare. 

In every well administered hospital, the trustees’ prime consideration is 
to give, so far as possible, to everyone, be he rich or poor, the best service 
obtainable, with the result that the cost entailed thereby works a hardship 
to hospital finance. 

It must be admitted that the economic organization of medicine has not 
kept pace with its scientific progress and that the hospitals and medical 
profession so far have failed to provide a competent service to the com- 
munity under a financial plan that will meet the needs of every class of 
citizen. It is indeed doubtful if the medical profession and the hospitals 
could ever organize such a service. 


We may well ask ourselves, “What is the solution?” Palliative treat- 
ment has been tried, but the economic ailment seems to require more drastic 
or radical intervention. Insofar as hospital administration is concerned, a 
deferred or installment basis of collections has been instituted in some 
places. A few report success, but many admit dismal failure. Independent 
voluntary insurance schemes have been tried but their success is still prob- 
lematical and of necessity their scope is limited. One fundamental fact 
is that sickness is a hazard of life comparable to other hazards such as 
death and accident. The latter have been provided for by the insurance 
method and this principle has also been applied in many countries to cover 
both the cost of illness and the loss of wages incident thereto. 

Individual provision against emergencies is not successful. The average 
citizen does not lay aside enough to provide against the almost certain 
calamities of illness and it is what Dr. Michael Davis terms the “uneven 
incidence of sickness costs” that leads to “medical charity or financial 
tragedy.” So far as sickness is concerned, the insurance companies seem 
loath, however, to enter this field and health and sickness insurance is 
possible for only the “good risk,” the “standard,” the well and strong. 

It has been stated so often that “the people of the United States are 
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more adequately insured than those of any other nation.” An examination 
of this statement, however, reveals its inaccuracy. True it is that the 
principle of individual life insurance has been accepted more widely and its 
advantages accepted more generally in this country than elsewhere. But 
this is really “death insurance” and only carefully selected risks are per- 
mitted to enjoy “total disability benefit” privileges on life policies. Even 
the recent popularity of group insurance has failed to affect the inadequacy 
of insurance in this respect. 

Almost all European countries have adopted the principle of state health 
insurance—the only exceptions being such inconsequential independent 
states as Albania, Monaco and San Marino. 

In South and Central America, Chile is the only country which has 
adopted a scheme for insurance of the health of its workers and other 
citizens of limited means. The Argentine, Bolivia, Brazil, and Mexico are, 
I believe, however, moving in this direction. China, Japan and Palestine 
have plans for sickness insurance. In Australia, a Royal Commission re- 
ported in 1926-1927 recommending legislation to provide compulsory in- 
surance. 

On this continent, the only definite success in preliminary efforts to 
achieve this form of insurance by legislation and state supervision has been 
in the Province of British Columbia in Canada. 

Dr. Rappleye of New Haven mentions that at present eighteen countries 
rely partly or entirely upon voluntary insurance and twenty-three countries 
have adopted the compulsory principle. Medical reports state that of 
a population of about sixty million in Germany, more than one-third are 
insured, not only against sickness, but also against old age, invalidity, 
unemployment, death, and orphanage. Nearly one-half of the people of 
England are likewise insured. In a population of approximately 120,000,- 
000 in this country, Epstein estimates that more than 40 per cent carry no 
insurance at all and not more than 1,000,000 are even partly insured against 
illness and invalidity. 

Neither federally nor by any state in the Union has any plan of health 
insurance been adopted as yet in the United States, although investigations 
in a number of states have resulted in reports strongly recommending such 
legislation and bills based on these recommendations have been introduced 
repeatedly in New York, California, New Jersey, and elsewhere. In each 
instance such bills have failed to obtain endorsement. 

Under our American system and with our American ideals, it is doubtful 
if such plans would ever prove acceptable, even if legally admissible. 

We must remind ourselves, also, that the plans in operation in European 
countries have not proved to be panaceas for the difficulties and deficiencies 
of the former systems. The medical profession has not taken kindly to the 
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restraints imposed upon it and it is doubtful if the public is altogether 
convinced of the advantage of state medicine. 


In his report read before the fourth general session of the Ohio State 
Medical Association, May 15, 1930, Dr. Rappleye had this to say: 


“Time will not permit a discussion of the merits and defects of the 
insurance plans developed in the various countries or to contrast the 
plans of compulsory insurance as practiced in Germany and England, 
as illustrations, with the so-called voluntary plan as used in Denmark. 
It does not follow for one moment that national insurance on a com- 
pulsory or voluntary basis is the only method of dealing with this mat- 
ter. There are many who believe that it is possible to avoid the serious 
defects of national insurance by the development of other schemes 
which will retain the advantages and strong features of individual and 
voluntary effort as contrasted with the regimentation and standardiza- 
tion of patients and doctors, the level of mediocrity and loss of per- 

_ sonal responsibility and initiative which such procedures aim to secure 
and the political and financial implications that are so likely to follow 
any universal governmental plan. 

“All of us are aware of defects in the methods of medical practice 
in this country but there are fundamental advantages in the American 
scheme which need to be capitalized and made more widely available, 
which a governmentally regulated medical service is likely to destroy. 
The problem we have is not the destruction of our present system and 
the substitution of a paternalistic scheme ill-adapted to the philosophy 
of American life, but rather the extension of the desirable features of 
our present scheme and the correction of its defects.” 


State medicine is not, I am sure, our goal in America. Its defects as 
a system are too apparent and it implies political interference, the possible 
selection of officials and practitioners on a basis of influence rather than 
of competence and the building up of a bureaucratic institution insensitive 
to advanced public opinion. Further, what is acceptable in a European 
country might fail on this side of the water in conflict with the desire for 
individuality which permeates our social fabric. 

Dr. William Mayo has said, “For the state to take over the care of 
ordinary illness would introduce civil service mediocrity, more drugs, more 
routine, and less scientific attention to the patient.” 

The individual relationship between physician and patient should be re- 
tained. And, although state insurance properly administered might not be 
incompatible with such relationship, nevertheless it is doubtful whether 
such insurance is adapted to our ideals of American government, and indeed 
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THE DUTIES AND DOUBTS OF A TRUSTEE 


whether the adoption of such a plan would not inevitably lead to a system 
of state medicine. 

The whole problem of relief to the great masses of our people is full of 
difficulty ; and I have only touched upon the subject and discussed what is 
going on in this and other lands, so that we may give to these all important 
matters the consideration they deserve. 

Ever since I have been connected with Touro Infirmary—now a matter 
of more than thirty years—I have asked myself repeatedly the question: 
Wherein lies the obligation of a handful of individuals comprising a purely 
private organization to take upon themselves the burden of serving all our 
people? 

Wherein, indeed, lies such obligation upon any private organization? Is 
it not rather the duty of government in the interest of its citizenship or of 
society in general? Cannot some better method be devised to meet the 
needs of our people? 

But always comes the reply that no better system has been devised—no 
system indeed as good—no system so full of humanity—none so free of 
self-seeking or wrong. 

Our system may be defective and full of shortcomings; but it is the 
urge of a common brotherhood—the urge of our brother’s keeper that be- 
gan with the human race. 
~ Even if our government, state or national, were able or willing to assume 
the task, it is doubtful if they could replace the private institution in the 
hearts of our people. 

It seems fair to conclude, therefore, that the present system of caring for 
our sick is likely to continue, unless it fails to meet the burdens imposed 
upon it and breaks down of its own weight; fairly certain, too, that our 
duties as trustees will continue. 

This being true, we must ask ourselves, Are we meeting the demands 
that are made upon us? Are we responding to the needs of our people— 
of all our people? This is a question we cannot fail to answer. 

One thing is certain. As trustees, ours is the problem to furnish not 
merely charity to those unable to pay, but a proper service to those of 
moderate means who desire to pay. We must bring within their reach as 
much relief in this direction as is possible. Illness strikes down the 
worker and the family and destroys human values. It supersedes every 
other demand. It can no longer be treated in the home. It must be cared 
for in the hospital. By whatever means available, our citizenship is going 
to demand more and more this relief in adequate form. If private bene- 
factions cannot meet the need (though they have tried), if government aid 
is not forthcoming (and so far it has signally failed), then other remedies 
will be tried. It is for us to say whether measures availed of elsewhere 
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shall find lodgment here, or whether we shall solve the problem ourselves. 
One thing is true; the demand for hospitalization outweighs every other 
demand, and hospital treatment must be brought within the reach of all. 
By what means this shall be attained is the problem of society; a problem 
not of the future, but now at hand; a problem which we trustees and 
physicians must solve, or society will. That, it seems to me, is the call 
upon us to-day; a call to trustee and physician to work together to answer 
the needs of our people. 

Touro Infirmary, the institution with which I have had the privilege to 
be connected for thirty years, has been trying to meet that very need, giving 
its free service to all, but ever moderating and adapting its pay service to 
the abilities of those of moderate means. It is extending this more and 
more within the limits of its ability. 

This should be the goal of us all, hospital and physician alike: to make 
it possible for every self-respecting person to pay his way for medical care 
and hospital treatment. Society and government alike should help us to 
this end. If we fail, our citizenship will solve our problem for us in some 


other way. 


~ +40 e——— 
ATLANTA’S NEW HOSPITAL FOR WOMEN AND CHILDREN 


The new Jesse Parker Williams Memorial Hospital for Women and 
Children will be located on a thirteen-acre tract on Piedmont Road, just 
outside of Atlanta, Georgia. The architectural plans are in process of 
completion and, upon approval, construction will begin. The Jesse Parker 
Williams Hospital was provided for seven years ago in the will of the late 
Mrs. Cora B. Williams of Atlanta and Savannah. The will stipulated that 
the hospital be built in or near Atlanta and used exclusively for the care 
of women and children. The hospital is to be a memorial to the late Jesse 
Parker Williams, a former Atlantan, and builder of the Georgia and 
Florida Railroad. By the terms of Mrs. Williams’ will an estate of 
$3,000,000 will be devoted to the building and maintaining of this hospital. 
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THE TREND OF THE NURSING 
PROFESSION’ 


By MotTHer M. COoLvLette 
Superior, Wichita Hospital, Wichita, Kansas 


E WILL CONTEMPLATE in a measure an ancient profession, as old 

as man himself, the foundation, superstructure, and cornerstone 

of which is the individual nurse. The nursing profession is the 
nurse multiplied many times. The perfection of the profession is the 
perfection of the individual nurse. She begins as a probationer, broadens 
into the first year student, deepens into the seriousness of a junior, expands 
into the responsibilities of a senior, and finally, as a graduate, is ready 
to fling herself into the tide of serious and important endeavor to carry 
on her share of the responsibilities of life and to bear its burden of bring- 
ing relief to the everlasting problem of pain and human suffering. 

Long before the profession was conceived of as a blend of applied 
science, skill, and sympathy, the ideal nurse took up the work from the 
highest of motives, namely, the love of God. Neither was the idea of 
compensation uppermost, nor was the finer care of the sick destroyed by a 
motivation of gain alone. Lifetime service was her consecration with an 
endeavor to recognize the design and plan of God in bringing sickness 
into one’s life for the good of the soul, and to assist and not hinder the 
divine action. Ages ago these qualifications were recognized by the church, 
and that they might be fostered and nurtured, she determined upon the 
organization of men and women who could qualify for this type, and thus 
came into existence the religious orders devoted to nursing. 

In the middle of the nineteenth century, Florence Nightingale created 
among the laity the first impulse to organized training for the service of the 
sick and founded a profession whose spirit of consecration equalled the 
humanitarianism of the religious orders. Not only do we marvel at her 
establishment of ideals which even to-day are modern, but we glory in the 
value of her example in altruistic service to the wounded and sick. 

The Nightingale nurses represent the pioneers in the organization of 
trained nursing which now occupies the whole field of medicine and sur- 
gery and to the present day the ideals of their founder are not to be sur- 
passed. No one knew better than she that great improvements must come. 
She herself said, “We are only on the threshold of nursing.” 

Following the introduction of the Nightingale nurses into the United 
States came the renovation of hospitals, the establishment of nursing 
schools, and progress toward higher standards. There is a fascination in 


1Read before the Kansas Hospital Association, Newton, November 8, 1930. 


[17] 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


the history of the heritage of nursing tradition confided to a long line of 
noble-hearted and efficient women, who have illumined our country with 
the splendor of their service and their power of organization. The 
dignified profession of nursing imposes an equivalent obligation both upon 
the group and upon the individual member. Toward herself, the indi- 
vidual nurse has the obligation of the greatest possible self-development ; 
toward the society whom it serves, the group has the obligation of the 
greatest possible service. 

That the nurse might best fulfill the individual and group obligations, 
the leaders concerted their efforts to demonstrate the advantages of nurs- 
ing organizations. The first permanent societies of nurses were the 
alumnae: Bellevue, New York, in 1889; the Illinois training school, Chi- 
cago, 1891; the Massachusetts General, Boston, 1895. While these asso- 
ciations helped the nurses in their individual fields, they did not widen 
their outlook in nursing work, and the first steps toward organization 
were made when a general meeting of nurses was held at the World’s 
Fair in Chicago in 1893 and one of the most illustrious pioneers of the 
field, Isabel Adams Hampton, was chairman. The year 1894 marks the 
beginning of national organizations, when the American Society of Super- 
intendents of Training Schools was formed. In 1911 the name of this 
society was changed to the National League of Nursing Education. In 
1896 a general society of graduate nurses, called The Nurses’ Associated 
Alumnae of the United States and Canada, was formed and Isabel Hamp- 
ton, now Mrs. Isabel Hampton Robb, was made president. The name of 
this organization was changed in 1912 to the American Nurses’ Associa- 
tion. Claiming recognition in 1918 there followed in two years an enroll- 
ment of ten thousand nurses. The value of these two associations to the 
profession is beyond estimation. Their purpose is that every individual 
nurse may profit by concerted effort, and that individual fearfulness and 
inertia may be overcome and persistence multiplied with forceful results. 
In fact the associations are a composite of help, support, comradeship, 
inspiration, enthusiasm, and encouragement, of which each member may 
derive the benefit. Lamentable indeed is the fact that the number of 
nurses who have been impressed with the importance of these nursing 
bodies and who have availed themselves of the prestige supplied in mem- 
bership has not been a fair proportion of the number of nurses who have 
graduated yearly from the schools of nursing. 

Through the combined efforts of these co-operative nursing organi- 
zations nursing education has made really remarkable progress. The 
fine educational procedures and excellent methods of training as pro- 
mulgated by these bodies should’make possible the rendering of the 
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THE TREND OF THE NURSING PROFESSION 


greatest possible service. These organizations have been instrumental 
in the establishment of university courses by which the nurses are 
able to keep in touch with new lines of research in medicine and 
methods of nursing. There are to-day central schools of nursing 
with schedules on a semester hour basis, making it possible for the 
students able to matriculate with the university to receive univer- 
sity credits. The protection of nurses and public against inferior 
members of the profession has been brought about by state registra- 
tion. To-day all states in the union have registration laws, but 
since they are far from being uniform, the national classification of 
nurses is far from being uniform also. Through the systematic work 
of the nursing organizations the functions of the nurse have under- 
gone great changes. To-day we find the profession, as genuine as 
its work is real, ministering in the broad general field of guardianship 
and protection; in conservation and prevention, which include the 
application of hygiene and sanitary principles to the general care of 
the patient; in intelligence or scout functions, observing, recording, 
and reporting symptoms and other conditions; in therapeutic or cura- 
tive functions; in executive and economic functions; in educational 
and advisory functions; and in social and professional functions. It 
may not be amiss to review here the numerical progress of the nurses 
in our own country; in 1880, fifteen schools of nursing graduated 157 
nurses. In 1900, 432 schools graduated three thousand nurses. In 
1920, 1,775 schools graduated fifteen thousand nurses, and in 1930 we 
estimate an increase of twenty-five thousand nurses in the field for 
graduate duty. Further statistics show us that there are two hundred 
thousand nurses striving to-day to live by their profession. Inci- 
dentally we may add that of this number eighty-six thousand only 
are members of the nursing organizations, 

Scanning the pre-eminent features of the age in which we live we 
find them embellished with the slogan “Service” in every branch of 
trade and in all professions. It is the spirit of many prominent or- 
ganized clubs, the Kiwanis and Rotary, for example, and it is one of 
the marks of a profession that it is based on the ideal of service. In 
nursing it is the one ideal that we have clung to for centuries. It 
is the sole reason for the existence of nurses. The fortunate thing 
for nurses is that they have a profession wherein they can find both 
personal satisfaction and opportunity for public service. 

Based on this theory the profession has been idealized and idolized 
by a grateful, honest, and trusting public, but as no nation has ever 
had an unbroken record of prosperity,‘neither has any profession had 
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a career unmarked by alternating light and shade and to-day there 
are murmurings, and nurses who for so long have enjoyed the esteem, 
affection, and confidence of their patients and families are not un- 
aware of the note of discord which has entered into the previous 
happy relationship. To enumerate the grievances against the pro- 
fession from within and from without would require an amount of 
time not commensurate with the information gleaned, as we who 
are here to-day are among those who may voice a.grievance as com- 
ing from patient, physician, nursing school, student, or graduate 
nurse. We must acknowledge that everyone concerned has his or 
her sentiment and no one’s complaint would be without its logical 
sequence. It is true that from every quarter come grievous accusa- 
tions. 

But by far the most serious problem that faces the profession to-day 
is the fact, as shown by a careful and systematic survey of the 
Grading Committee, that there is an oversupply of poorly and inade- 
-quately trained nurses in the field. This fact we may verify by 
checking with physicians, schools, and patients within our own realm. 
Why so many inferior members of the profession exist to-day may 
be determined by a study of who or what is responsible for their 
existence. Just how much of this responsibility may be placed upon 
the individual herself we will not consider a part of our solution. 
Suffice it to say that her existence as an unskilled product is a far 
greater reflection upon the school from which she has come than 
upon herself, who as an unsuspecting individual has bartered her 
three years and could not possess the credentials which are seeming- 
ly hers unless conferred by those to whom this right belongs. What- 
ever may have been the instruction given or omitted during her period 
of training, no matter who or what concerned in it may have been 
faulty and found wanting, the nurse stands or falls on their delinquen- 
cy. It is she who pays the penalty of inefficient or careless training 
if she fails to pass her state board examination. If she makes pass- 
ing grades, the penalty is paid by a defenseless sick public. How, 
then, are we to account for these misfits, since it now seems to be a 
consensus of opinion that the profession itself is responsible? 

Again we summarize the information coming to us from the Grad- 
ing Committee whose impartial findings are to be accepted by the 
fair-minded for their immeasurable value and used as a basis for the 
improvement of the profession. 

Of the student herself it is pointed out that too little consideration 
is given to her aptitude for the work of nursing and her ability to 
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THE TREND OF THE NURSING PROFESSION 


master nursing subjects, or adapt herself to nursing routine and reg- 
ularity. 

For the administration we are advised that more competent and 
effective instructors should be selected by those responsible for the 
education of the students—more correlation of theory and practice 
agumented by them. The schools are censored for lack of co-opera- 
tion in teaching tactics between floor supervisors and instructors. 
It has been hinted that the lack of knowledge in nursing procedures 
in department heads and floor supervisors, ‘and lack of adequate bed- 
side instruction by them, is a fault to be acknowledged and corrected. 
It may here be noted that due to diversified methods in teaching 
in individual schools no two nurses proceed with similar technique. 

Our attention is drawn also to the lack of reference books within 
reach of the students. Real education is putting the student within 
reach of her heritage and the quickening and training of her faculties 
that she may constantly be filled with a desire to add to her store 
of learning. To know how to use books is to be able to mint for 
oneself the best wealth of ages. Compare the regard for a library 
among nursing educators to that of other educators in other institu- 
tions. Is there not need of more enthusiasm among those whose 
duty it is to direct the educational projects of the student nurses? 

We may add that our unskilled nurses develop as such because of 
a deficient preliminary education. This may be true, especially if 
the student is not only deficient in education but young in years. 
For the nursing profession to keep pace with other professions it 
will be necessary to raise the standards of pre-entrance requirements, 
remembering at the same time that the standard of our schools must 
be raised proportionately. It is the obligation of the school of nurs- 
ing to fit students for their work as nurses. We must bear in mind 
that the nursing service of a hospital and of a school of nursing are not 
one and the same thing. Every hospital assumes the responsibility 
of caring for the sick and it may or may not assume the function of 
educating student nurses but if it does accept this voluntary respon- 
sibility, it imposes upon itself the moral obligation to give the student 
nurses whom it receives a satisfactory preparation for their profes- 
sion. It has voluntarily assumed an educational function and the 
responsibility of its fulfillment rests with every individual who con- 
siders himself or herself a part of the staff or personnel of the hospital. 
The more wholeheartedly each one concerned enters into the spirit 
of advancing its students, the less will the patient be required to pay 
by his pain and distress for the nurse’s education. And the person 
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who is ill ought not to carry the burden of the nurse’s education. 
“Hospital and nursing school” means that the patient has the first 
consideration in that institution, and the student nurse has the sec- 
ond. Should one ask, “Why place so much emphasis on the education 
of nurses?” we will answer, “It is only through skilled hands and 
understanding minds that we can serve the sick in mind and body.” 
It follows that by some means or another nurse educators must be 
produced, that the student, the public, and the patient may have a 
more definite understanding of nursing and its value in the scheme 
of health and illness. 

The success of solving the problem of skilled and adequate nurs- 
ing under circumstances agreeable to patient and nurse alike depends 
upon the co-operation of all concerned. Personalities, personal criti- 
cism, personal opinions or bitterness, must not enter into the solution. 
No one group can or should hope to work it out alone. The nurse 
whose whole life is centered about nursing should assume the initia- 
tive. It is her obligation to the profession and her responsibility to 
the community in which she labors. No one should be discouraged 
by the facts that have been brought forth; rather take courage and 
be invigorated by the realization that there are no facts regarding 
nursing that we do not wish to seek out. There is no doubt in our 
minds that as nurses, physicians, and public consider these facts 
together and as they jointly engage in working out a solution, not 
only will the old mutual confidence be re-established, but it will be 
stronger than ever. Furthermore, the solution will be to the advan- 
tage of patient, doctor, and nurse. The spirit which inspired our 
pioneers to overcome their difficulties abides in nursing to-day, and 
it will accept the challenge of its present difficulties and work them 
out on a plane that will keep the nursing profession as it was in the 
beginning—the most glorious and fruitful of all professions. 


—_—_+e«——_ 


[22] 








O 


tt 
tt 
SC 
m 


Ox 














CRITERIA OF ADEQUATE MEDICAL 
SERVICE IN THE OUT-PATIENT 
DEPARTMENT"® 


By SAMUEL Brapsury, M.D. 


Medical Director, Out-Patient Department 
Pennsylvania Hospital, Philadelphia, Pennsylvania 


UDGMENT AS TO the excellence of any medical service varies with the 
point of view of the person interested. Some expect only to see large 
attendance figures, others look to expense of operation, some to teach- 

ing possibilities, the patient for relief of his complaint. The practicing 
physician hopes to hold the patient under care until he achieves the best 
possible condition and, when necessary, to teach him how to prevent a re- 
currence of his disability. Before going into the questions to be discussed 
it may be well to describe briefly the material handled in out-patient work. 

In the first place these patients offer better opportunity for physical and 
economic rehabilitation than do the majority of the ward patients and their 
care is far less expensive. Think of some of the great drives for prevention 
- of leading causes of the death rate—cancer, heart disease, and tuberculosis. 
Are candidates for the cure of these diseases discovered on hospital wards? 
Rarely, if ever, but they do come to the out-patient department and the 
more care that is exercised in examination the more likely are they to be 
found early. 

Second, there is no doubt that people seek public care because of financial 
distress which usually is due to a long continued illness, low intelligence, or 
the handicap of color or a foreign language. The same conditions make it 
difficult for the patient to understand his illness and what to do to relieve 
it and the economic status often distinctly lessens chances for recovery be- 
cause the necessary facilities cannot be commanded even with the best that 
hospitals may offer. 

Again, contrast this patient with the one receiving ward care. The latter 
agrees to enter the hospital; later he may agree to operative relief, but 
otherwise every bit of his medical and much of his physical care is in the 
hands of highly trained experts. With good organization the out-patient 
may be carefully investigated and an accurate diagnosis made, but his 
treatment, which after all is the real reason for his hospital contact, is 
turned over to him. Frequently he has never heard the words used to de- 
scribe what he should do to get well. Of course he takes the bottle of 
medicine as directed, but most of us know very well its relative unimpor- 


1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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tance. The really significant items must be explained to him and often he 
must be directed to the means of procuring them. 

One further contrast. A careful tally is kept of the ward cases to make 
up the daily census. Have you ever attempted to make a census of active 
out-patients—to learn for any one day how many people there are for 
whom you have accepted but not yet discharged medical responsibility ? 
For 1929, at the Pennsylvania Hospital, with about fifteen thousand new 
cases and about 105,000 total visits, we found that each day there were 
on our books about five thousand names of people who had put their medi- 
cal problems in our hands and whose care was in various stages of com- 
pletion. Should not one look upon the relationship of patient and out- 
patient department as continuous until some clear-cut disposition of the 
case has been made? 

Now considering the opportunity offered, the type of patient with which 
we deal, the detail of information which must be transmitted, and the 
great numbers actively in attendance, what sort of machine should be 
-provided ? 

In 1927 your association adopted the five principles of out-patient or- 
ganization which were formulated by the Associated Out-Patient Clinics of 
New York. For our present purpose it seems best to discuss these prin- 
ciples under the headings: 


The medical staff organization 

Assistance to the physician 

Management of the patient and his medical record 
Statistics 


In most hospitals the medical staff of each service is nominally a unit 
with one man as head, but too often the relationship between in- and out- 
patient services is loose or non-existent. The head of the service should 
attend his out-patient clinic at least once each week, the visit to be made 
upon a stated day when he may be consulted upon difficult cases. He should 
be responsible for and preferably formulate the policies of his department 
and especially have any teaching or research organized carefully. All 
patients upon the wards, except those who return to their own physicians, 
should be referred to the appropriate clinic of the out-patient department. 
If later it be advisable for purposes of special study to segregate groups, 
this may be arranged, but these follow-up clinics should be integral parts 
of the regular clinic organization and the data collected should be included 
in the regular clinic records. 

Every physician upon any service should have in- and out-patient duty. 
Except in the case of major surgery, the out-patient work is more important 
because of the difficulty of the work, the opportunity offered, and the 
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great numbers seen, but probably there will be no general agreement upon 
this point. However, even a small daily ward task will tie the out-patient 
physician closer to the staff unit, place him under closer supervision, and 
thereby improve his opportunity. 

As a rule there is a chief of clinic in charge of daily activities. He 
should be one of the experienced men, he should be present at each session, 
and his service should be for periods of at least six months. In some 
clinics it is customary for him to review the record of every new patient 
soon after the first visit and to see every patient referred to the wards. 
This is a useful measure in certain instances and at intervals but I doubt 
its efficacy as a routine measure. It would either absorb all of his time 
or become a formula. I believe he may better act as a consultant, have 
referred to him some of the cases that do not progress, and be available to 
discuss questions of policy. 

The question of pay for the out-patient physician scarcely belongs in this 
paper but it is a widely discussed problem. At present hospitals are in com- 
petition for the younger men with industry. Can the hospital bid for these 
men on a monetary basis? I doubt it, but they can provide advantages for 
the younger physician that are beyond the reach of industry particularly in 
giving him opportunity to advance in the knowledge of his chosen profes- 
sion and to come into intimate contact with the leaders of the staff. 

Assistance for the physician is of three general types: apparatus, labora- 
tory service, and personnel. Of the relatively inexpensive instruments 
sufficient should be provided to accomplish the usual clinical examination 
without delay or inconvenience. The provision of expensive apparatus 
should depend upon the extent of its use, the value of the information or 
therapeutic benefit to be gained, and whether or not hospital equipment is 
available. Small hospitals, which rarely require such instruments, usually 
imay make arrangements for their use in neighboring institutions. 

It is best to have the laboratory services (x-ray, pathological, chemical, 
physiological, and clinical) under the direction of the head of the appro- 
priate hospital laboratory department. Some parts of the laboratory plant 
may be decentralized—of the x-ray department for pyelography, for in- 
stance. There should be a clinical laboratory in close proximity to the 
medical clinic. 

As to personnel, we can conceive of the day when the physician gathered 
his own herbs and sharpened his own instruments but specialization in 
things allied to medicine began centuries ago. From time to time well 
chosen assistants have been developed, each addition confining the duties 
of the physician more closely to making use of his special knowledge of 
disease and of what to do to relieve it. No doubt each suggested new 
member of the group was occasion for violent discussion and criticism. In 
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effect there has been built up a team of workers. What we must bear 
in mind is that this team must center upon the health problem of the patient 
and that the doctor must be the director of activities. As physicians we 
should study the possibilities and utilize any type of specialized help that 
may be offered. What are these assistants that we may obtain? The 
pharmacist, of course, whose position has been established through the 
custom of centuries. Others are nurses, medical-social workers, psychol- 
ogists, physiotherapists, dietitians, technicians and clerical aides. 

Suppose we return to our patient for a moment. Not so long ago 
he was laid up in bed with an infection or an injury or the final stages 
of some chronic illness. Physicians were doing emergency work in 
homes and in hospital wards. Gradually we have learned how to keep 
some infections away from people, the physician has had time to think 
of many disorders that formerly dragged through life labelled neuras- 
thenia and has wondered why he could not postpone the serious stages or 
even prevent the onset of organic disease. In looking into the reasons 
for the development of these conditions we found again that in some 
bacteria play a part either through an early infection or because there 
has been a focus of them constantly present. We found that some 
people start off in life poorly equipped and that others have disorders 
of body structure which formerly we scarcely recognized. We found 
too that there are a host of factors, perhaps worse now than in earlier 
years, that play upon the mental, emotional, or physical parts of all of 
us, seeking out the weak spots or constituting at times a load that the 
strongest cannot bear. Among such conditions are chronic fatigue, poorly 
designed clothing, bad housing, emotional stress, too many stairs, nagging, 
badly arranged or cooked diets, dust, crowding, speed, responsibility. The 
patient complains because he finds he cannot meet his daily obligations ; 
to benefit him we must determine his medical condition but we must also 
know something of his routine. Actually he is part of a circle of people 
and often we must modify his position in this circle. In private practice 
the doctor digs out these facts for himself but in the out-patient depart- 
ment he has neither the time nor the opportunity, and without them his 
hands are tied. To evaluate them properly requires training in investiga- 
tion of the home, the factory, and the school, in the management of 
people and understanding of personalities, in bringing home to individuals 
the cast of their particular problem and making them follow through its 
solution. The assistant with this training is the medical social worker. 
We outline her duties quite simply: to furnish a picture of the environ- 
ment of the patient, to help modify this environment under the direction 
of the physician, to bring home to the patient his medical situation and 
what it means to him and to his family, and to transfer to the appro- 
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priate agency social conditions which do not bear upon the medical prob- 
lem. 

We call our medical social worker a “clinic executive”; we station her 
in the clinic, make her responsible for its smooth operation and its paper 
work, and try to give her enough clerical assistance to free her for her 
real duty. She is thus in contact with the physician and with every 
patient. We hold that much of her work may be done directly in the 
clinic, though she must do some home visiting. Some of the specialty 
clinics appear now to have no use for her, but to the medical, pediatric, 
cardiac, and psychiatry clinics she is indispensable. Small hospitals which 
may employ but one or two social workers should center them in the med- 
ical clinic and its subsidiaries. The medical clinic is the family doctor 
of any general out-patient department and will be more likely to take a 
comprehensive view of the patient and his background. 

Welfare agencies will use the out-patient department for advice upon 
and care of the medical aspects of many of their problems, the solution 
of which often depends entirely upon what may be done for someone who 
is sick. The liaison will usually be through the social service department. 
We have a serious obligation to the community in this respect and should 
furnish the referring agency an illuminating opinion and prognosis. Such 
reports should be made by the physician, and when he may dictate them 
he more readily returns the desired information. Physivians also should 
have reports of the diagnosis and disposition of patients they have re- 
ferred. 

The trained nurse is essential in any situation which requires asepsis, 
for certain special examinations, for the performance of special tests, for 
undertaking some types of treatment which are done directly in the clinic, 
and for the care of emergency illness. She should be useful in the pe- 
diatric clinic for teaching mothers the care and feeding of infants and, 
with post-graduate training in the public health field, she should be in- 
valuable in rounding up the contacts of cases of tuberculosis and syphilis. 

With many problems of diabetes, obesity, and digestive disorders a 
dietitian is useful. She may be used only to work out practicable diets 
from prescription or she may be called upon to organize and teach special 
classes. Observations by any of this personnel of facts contributing to 
the welfare of the patient should be entered upon the medical record. 

The management of the patient and his medical record comprises four 
functions, which may be described as availability of medical information, 
limitation of admissions, an appointment system, and medical responsibil- 
ity. 

The story of the contact of any patient with the hospital is primarily 
for his benefit and is most useful when all the information is in one place 
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in order that it may be placed before each doctor who sees the patient. 
All clinic sheets as well as medical-social information and letters should 
be included. Out-patient and ward records should accompany the patient 
in his transfer from one department to the other and they should be 
available at least until his connection with the hospital is severed. This 
may be accomplished by the consecutive record with serial notes known 
as the unit system or by having separate ward and out-patient records 
included in the same working folder. There are other advantages which 
are time and money saving such as the avoidance of duplication of expen- 
sive tests, of duplication of work by the adjunct services, extra writing 
in the case of patients referred from one clinic to another, and a more 
comprehensive study before the admission of a patient to the ward. 

Either system will require central filing. With any great number of 
records the numerical system is best and then there must be an accurate 
name index, the cards of which contain identification data. 

Central filing will require some method of distribution, as records are 
needed for patient attendance. This may be done as patients are admitted 
or preferably by requisition from a daily appointment sheet in each clinic. 
The requisition method is better because peaks of work may be avoided, 
it shortens clinic waiting time, it gives the clinic aide opportunity to 
make sure that all records have been sent to her and to review them to 
see that all requested information has been included, and, should the 
patient fail to appear, the doctor may be consulted at once to determine 
what may be done. A dummy to which is clipped the requisition slip 
should be inserted in the file in order that it be known where the record 
has been sent. 

The medical record should show diagnosis from each clinic visited, 
evidence of progress under treatment, and evidence of termination of 
hospital responsibility, i.e., discharge of the patient. Also, the results of 
any environmental study, if this was necessary, should be noted in the 
record. 

Limitation of admission is practiced for the wards of most hospitals, 
the quota being set at occupancy of all the beds. And yet beds are a small 
part of the problem; extra cots are used in some large city hospitals 
and in themselves are not objectionable. The real difficulty is that there 
are not enough doctors and nurses to do the work properly. The same 
holds true in out-patient work. Each physician plans his day so that 
he has time for the usual clinic hours. Only the other day I heard 
of one who had set aside an hour and a half for his medical clinic work. 
He was pleased at having “run off” sixty patients in the ninety minutes. 
This will occur every time the out-patient physician is given too much to 
do. The hospital expects daily attendance of the physician. Should it 
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not also plan to release him at a stated time? It feels that he should be 
honored by a position on its staff. Why not give him an opportunity to 
do good work, enjoy his daily attendance, and really help the patient? 
In private office practice most physicians set aside a specified time for 
each patient. The same policy may be developed for out-patient work, and 
with multiple doctor attendance, it is more easily managed because the 
total load is readily distributed. By dividing the time of each clinic into 
units of ten, fifteen, or twenty minutes according to the type of work done, 
and counting upon one unit for each revisiting patient and two or more 
units for each new patient, the quota that may be accepted for the num- 
ber of doctors expected is easily determined. In clinics in which patients 
are cared for rapidly, such as minor surgery and some syphilis clinics, 
more than one appointment per doctor may be given per unit of time. 
Then no further admission is made except in the case of emergency. 
Too much pressure for admission (the demand will grow when good 
work is done) means the addition of physicians up to the physical limits 
of the space allotted. 

What shall be done with the new patients seeking admission? They 
should be interviewed, when they apply, by the registration staff and, if 
suitable patients, informed in writing when they may attend, a place 
being reserved for them on the designated date. In the making of ap- 
pointments provisions must be made for three classes of patients. If 
we hold strictly to the desire to complete the care of every patient 
accepted, priority must be given to the old revisiting patient, then to the 
referred patient, and finally to the new patient. Patients require some 
education but each soon learns that if he comes on the date and time 
appointed he is assured of immediate admission. 

What is meant by medical responsibility? Picture again the patient. 
This time he has a severe laceration of the forearm which fails to heal 
as it should. Upon investigation he is found to have diabetes, a positive 
Wassermann, and severe pyorrhea. The surgeon tells him what not to 
eat, for diabetes he is told what he should eat, and the lists of food do 
not agree. The dentist and one of the other doctors give him mouth 
washes, one advises mercury, another potassium iodide, and someone else, 
upon the basis of the positive Wassermann, wants to use salvarsan. Both 
surgical and diabetic clinics wish to have knowledge of his environment 
so two social workers undertake the visiting and make separate reports. 
He obtains at cost, or probably less, two or three times too many prescrip- 
tions and is so confused about his diet that he pays no attention to his 
food intake. This may appear ridiculous but it occurs and is a serious 
reason for dissatisfaction. This patient will attend the surgical, dental, 
and diabetic clinics but either the surgical or the diabetic clinic should 
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direct his care, i. e., assume medical responsibility. As a rule medical 
responsibility centers in the clinic of first admission but it should be trans- 
ferred to the clinic treating the major illness even though the patient be 
retained for treatment in one or more other clinics. The main thing is 
that one clinic, and preferably one doctor in that clinic, assume charge 
of the patient. The care of the patient cited is readily arranged but there 
are others, the reasons for whose complaints are uncertain and who well 
illustrate the phrase “passing the buck.” It would seem that there could 
be a triad of physicians whose duty it would be to ferret out the diagnosis 
and put these people in the proper place for treatment. 

This brings us to the refer and transfer of patients, always a difficult 
problem. It is better for the patient if the usual custom of private prac- 
tice be observed. A patient is sent from one doctor to another for opinion, 
for treatment, or for the entire care of some specific. condition if the 
doctor to whom the patient is referred agrees that the disorder lies in his 
province. Arrangements are made by letter or telephone and the results 
of the examination are transmitted in the same way. In the out-patient 
department a routine method of written refer can be arranged, the im- 
portant points being that a specific request be made and that it be in- 
dicated whether the patient is to be returned with an opinion, whether he 
is to be treated, or whether entire charge (transfer) of the case is to be 
assumed. 

Statistics should be collected only with some useful purpose in view. 
We like to know how many individuals the department cares for each 
year and how many new patients and total visits are each month dis- 
tributed under the respective clinic headings. The total income and income 
per visit for the department and for each clinic also are reported each 
month. In each clinic we keep an account of patients which is some- 
what similar to the Army Sick and Wounded Register. This will show 
for each month how the lead is made up, how many active patients there 
are, and the manner of their disposition. Such data tell us how the various 
clinics are operating, and indicate the necessity of changes in personnel 
or of method. 

The cost of running the out-patient department should include all 
charges which may properly be credited against it, and may be reduced toa 
cost per visit basis, to furnish comparison from year to year and with other 
institutions. Our per visit cost is calculated upon the money spent in the 
out-patient department plus an estimated charge for the various general 
hospital departments that are necessary to its proper operation. The per 
visit cost for 1929 amounted to $1.09, of which thirty-one cents was 
charged for hospital overhead, seventy-eight cents for actual department 
expenses. The hospital overhead charge consisted of 5 per cent of ad- 
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ministration, 1 per cent of housekeeping, 5 per cent of the laundry, 25 
per cent of heat, light, power, and maintenance, 25 per cent of the 
telephone operators, 12 per cent of telephone charges, laboratory supplies 
5 per cent, 10 per cent of the x-ray, basal metabolism, and electrocar- 
diography, and stated amounts to a total of nearly $7,000 for heliotherapy, 
a pension, insurance, pupil nurses, and board for the dispensary personnel. 
The out-patient department expenses consisted of the cost of all supplies 
used, one-half of the hospital drug bill, salaries of all personnel used in 
the clinics, the medical director, registrars, record clerks, cashier and 
appointment clerk, a secretary, laboratory technician and cleaners, one- 
half each of the salaries of the chief social worker of the hospital, of the 
pharmacists, and of the Wassermann technician, and one-third of the 
salary of the hospital printer. 

There are of course many details omitted all of which must be care- 
fully and exactly worked out in order that there may be no overlapping 
of fields of activity and that smoothness of operation may be main- 
tained. For this purpose we have issued a “policy book” which contains 
detailed written instructions. I would like to summarize the subject but 
am unable to do so except in tabular form. However the factors in 
obtaining good service in the out-patient department which appear im- 
portant to me have been sufficiently indicated in the subjects discussed. 


—_——_--+0«—___ 





TO OUR MEMBERS: 

The American Hospital Association maintains a market for 
its bonds. Two years ago the board of trustees authorized 
the treasurer to purchase bonds of the Association that were 
offered for sale at par and accrued interest. Persons holding 
bonds of the Association and wishing to realize on them may 
secure payment in full by forwarding them to the Association. 
There is at this time $1,000 available for the purchase of 
Association bonds. 
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By FREDERICK MacCurpy, M.D. 
Superintendent, Vanderbilt Clinic, New York City 


AM VERY GLAD to have had Dr. Bradbury's paper on the “Criteria of 
I Adequate Medical Service in the Out-Patient Department” precede my 

paper. He stressed certain principles necessary to all unification of 
functions, namely, unit records, in- and out-professional service, the ap- 
pointment system, and adequate follow-up. I should like, by way of di- 
gression, also to offer for your consideration, in connection with a pre- 
vious paper on “How We Can Keep Hospital Beds Better Filled,’ one 
very important idea which was overlooked in the discussion. Many of you 
perhaps do not realize that between the periods of 1922 and 1930 the num- 
ber of patients registered in out-patient services connected with hospitals 
increased 121 per cent. Now, if we are giving adequate medical service to 
our ambulatory patient, is there not reason why there should not be a fall- 
ing off in the bed care? After all, the bed care of the patient is but an 
episode in his ambulatory care. The subject of unified patient admission 
is too large for a twenty to thirty minute discourse. All that we can hope 
to do will be to focus your attention upon the problem; in all hospitals both 
large and small it vitally concerns our future. 

Let us start by shooting at an ideal; unbiased by our immediate sur- 
roundings or problems, let us seek the solution that is best for the patient. 
Practical reasons may alter our acceptance of such a plan in toto, but do 
not concern this paper. 

It is unfortunate that with several sections having papers dealing with 
the patient admission problem we could not have approached the whole sub- 
ject together and have had a one section symposium. Perhaps we shall do 
better next year. 

Evolutionary processes move forward—neither man nor nature can 
stand still. It is interesting that in the days of the Greeks all people were 
divided into “ourselves and the barbarians”; in the Middle Ages, “those 
right in the sight of God and sinners’; in the last United States’ census, 
those who own radios and those who do not; psychologists. would pigeon- 
hole us all as introverts or extroverts ; and in the hospital world, we always 
hear in-patient and out-patient. The world moves quickly and every day 
brings us nearer the realization that our organizations and community ac- 
tivities revolve about definite unit factors. With the hospital it is the 
patient, not “in” nor “out,” but the patient. To keep abreast we must 
readjust our standards to the tirnes. 


1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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About four years ago a friend of mine who is a hotel executive in New 
York related the following experience. “Recently I had my first contact 
with a hospital. I must say I was unfavorably impressed by the experi- 
ence. I escorted one of my employees who was complaining of pain in the 
stomach through the hospital admitting procedure of the hospital. I, 
as a layman, felt anxious because the man appeared quite ill. We were 
directed to the out-patient service where, after much inquiry, I finally suc- 
ceeded in getting the attention of one of the clerks long enough to tell my 
story. She departed, and returned with a doctor who listened while I told 
it all over again. However, the man being so ill, they did call a wheel-chair 
and directed us to the hospital admitting service about two minutes away 
in another part of the building. Here I told the story all over again, and 
they directed me to the hospital examining unit where an intern shortly 
appeared and made a very detailed examination of the patient, including 
some microscopic work. Finally he called another intern who, I learned, 
was the house officer. After another long examination, they decided to 
admit the patient. They told me he had acute appendicitis and must be 
operated on at once. 

“After ten or fifteen minutes longer a stretcher appeared and the patient 
was wheeled via the admitting office again, where some registration infor- 
mation was taken, and finally we arrived at the ward but not the operating 
room. I was exhausted and a little irritable by this time myself, and can 
assure you I hope never to have to go to that hospital if I am really sick.” 

He continued, “There are two community contacts which you in the 
hospital should definitely improve: First, your information and telephone 
service (for I had difficulty with these in trying to get information con- 
cerning my friend after the operation) ; and second, and perhaps more im- 
portant, your admitting and registration service. I grant your problem is 
complicated by the necessity of medical examination of applicants. In the 
hotel our best functioning service, and the one upon which we concentrate 
our greatest efforts, is our registration service. Here we sell ourselves. 
We make every effort to give our guest a pleasant, cordial first impression. 
This is important to a well person, and how much more so to one who is ill! 

“T cannot in all my experience remember when we in the hotel have not 
grouped at one point for our patron everything necessary to make his regis- 
tration complete to the last detail. He tells his story once, no more. We 
also make registering as speedy as the necessary detail permits. I wonder 
why you hospitals do not adopt a similar system for your patients. 

“You, just the same as any other organization or institution, have ‘your 
public.’ Just insofar as that public reacts favorably are you able to evaluate 
your services and successes. Since hospitals do not commercially advertise, 
they must depend upon word of mouth and good works to carry to the 
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community impressions that make or mar. You, as we, should look to 
these contacts.” 

This critical suggestion had in it much food for thought. In many of 
our older hospitals, geography is not conducive to modernization physically, 
even though there be a professional desire. Remodeling is expensive. Com- 
promise is easier. However, at times one cannot help asking whether 
the borrowing of capital to remodel and modernize this service would 
not be a paying investment from a business point of view. Certainly in 
a newly planned hospital there seems no excuse for not giving this subject 
ample consideration. 

What advantage does decentralization of the hospital, emergency, and 
clinic admitting function have? None to administration or physician, and 
certainly none to the patient. 

What is necessary to carry out this suggestion? How can we best direct 
the patient to the service he requires on his initial contact with our institu- 
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tion? He comes to us primarily to see a physician, and all of our service 
should be directed toward the placing of the patient in touch with the medi- 
cal group whose care he seeks at the earliest possible moment. This is 
equally true of the horizontal and the vertical patient. All of the facilities 
necessary to the promotion of this end should be immediately available to 
the patient as he enters our door. 

Your applicant, unless previously signed into the hospital, is not a hori- 
zontal patient until found in your admitting emergency or clinic unit to be 
so. An effort was made in Diagram I to illustrate the necessary contact 
grouped about the patient as the focal point. For convenience we divide 
these into three sections as follows: 

(a) Administrative—represented by the doorman and pages, the reg- 
istrars, the adjustor, information service, record and appointment clerk, 
hospital admitting officer, cashier. 

(b) Professional—physicians, nurses, orderlies, nurses’ aids, labora- 
tories, x-ray, emergency operating, specialty equipment, consulting facilities, 
social service. 

(c) Physical—adequate waiting space for friends and relatives, indi- 
vidual interviewing cubicles, examination and treatment rooms, isolation and 
detention facilities, beds for the admitting service, bathing unit, clothing 
storage units, record room, waiting facilities for private and semi-private 
patients for hospital booking and the hospital adjustor. Much as in any 
game of chance we can spin the wheel about this focal point, and—there is 
our answer. 

The organization of the admitting procedure is simply the orderly mar- 
tialing of the facilities shown in Diagram I. Let us express this in graphic 
form. (See Diagram II.) 

You will note that everything converges at once on the patient’s first 
major contact, the admitting physician. At that point we have the patient 
sorted and promptly routed to his destination, be it clinic, ward, or emer- 
gency service. 

Let us consider these step by step. The patient coming in from the 
street first meets the doorman. It is the duty of this individual quickly 
to sort the new from the old, the appointed from the non-appointed, and 
rapidly allocate everyone. He may also initiate the second step in the 
applicant’s admission, by furnishing the applicant with forms covering 
identification items needed to begin his record and furnish data for the 
physician and registrar. This the patient himself should complete in his 
own handwriting. Our initial contact is of great importance. At this 
point intelligence, equanimity, knowledge of your institution, cognizance 
of his personal limitations as to authority and adequate available informa- 
tion at hand are needed. 
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From the doorman the patient is routed via the usher to the physician 
for examination and recommendations. Every person who applies for ad- 
mission to your institution should be seen by a physician, whether he be 
Rapid medical sorting and placement of the applicant 
should follow the physician’s interview. Whether this officer be one of 
your resident medical staff or a paid employee is largely a matter of pref- 
erence on the part of the institution. There must be fixed responsibility and 
regular supervision of the work. Assignment to this service should be his 
primary duty and the admitting physician’s time should be organized on the 
principle of the ambulance call. He should have ample consultation quickly 


Patients at this point, you will note, fall into four groups: 
Those requiring consideration for immediate bed admission. 
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these a record should be started, red tape cut, and their admission arranged 
as rapidly as possible. 

2. Those that are plainly of ambulatory status. These should receive 
emergency care with adequate records, if necessary, and then prompt and 
final disposition to the clinic, if eligible, or refer out if ineligible. 

3. Those requiring isolation and detention. 

4. Those of questionable medical status. This group presents us with 
most of our admitting difficulties. They require study before we can reach 
a decision as to whether or not they are to be put to bed. Immediate and 
accurate record should be made out by the physician for these patients, 
and that record should subsequently follow the patient wherever he goes. 
If he proves to be a bed patient, then he follows the route of the patient 
requiring ward admission. As soon as he has been signed in by the phy- 
sician the admission case is routed as follows: interview by the adjustor 
from the hospital accounting department, if there is a question of his 
ability to pay fees; registration in the hospital booking office; payment 
in advance of his ward fees; and the checking of his valuables. He is then 
delivered to the bathing units, and his clothes are checked and stored. From 
this point, in his ward clothes, he is delivered via wheel chair to his destina- 
tion. 

If after study it is decided that he is not of bed status we do one of 
two things, (a) give him emergency care and subsequent clinic appoint- 
ment if his treatment clinic is not in session, or (b) provide care for him 
in one of the various diagnostic services in the clinic for more detailed 
care and study pending ultimate decision. As many patients as possible 
should be routed through these diagnostic services, since it is economically 
more sound to care for them as ambulatory patients pending diagnosis 
than to fill beds with diagnostic problems. 

In the examination of candidates for bed care we have a considerable 
percentage of non-admissions. These should receive ambulatory care if 
they are economically eligible. The next step for these patients, then, is 
an interview with the registrars for economic determination. The basis of 
formulation of judgment as to the patient’s eligibility considers financial 
and medical factors. Registrars should be persons with a knowledge of the 
community, of human beings, and should have the ability to estimate indi- 
viduals rapidly and obtain from them a quick picture which will help to 
establish them economically. They should have, further, the ability to make 
fee adjustments and recommendations with good judgment. Rapid, sound 
decisions are called for in the workers at this point. Lay admitting decision 
of medical destination is admissible only upon the following premises : 


1. The department shall have the right of final acceptance or refusal. 
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2. All patients refused shall be seen by a physician before being re- 
ferred away, if ineligible. 

3. The admitting physician shall have the right of final decision when 
in his judgment adequate private care to the patient does not seem possible 
or when for teaching, medical interest, or other reason he sees fit to over- 
rule the registrars. 

4. Your economic rating shall be sufficiently elastic to permit the 
diagnostic services covering all patients eligible for ward bed care pending 
decision of their bed status. 

5. All problem cases shall pass through the hands of the admitting 
physician. 

Thus far in his admission the patient’s indentification slip has followed 
him and accumulated data enough to start his unit history if the doctor 
has not found it necessary to do so prior to this point. This record then 
follows him through to his destination. From the registrar we have the 
patient following one of two courses. Either he is accepted and goes 
through to his clinic, or, being found ineligible, is referred out to a private 


‘practitioner, an institution formerly attended, or elsewhere for care. After 


the patient has been admitted to his clinic he may subsequently need bed 
care. He is then “signed in” by his physician of his clinic or the emer- 
gency service and is booked in the hospital admitting office, being con- 
ducted via social service for such listing. It is important to bring out at 
this point the fact that not all patients are immediately admitted for bed 
care when once they have been booked. 

All admitting offices have a list of deferred admissions. Unfortunately 
in many of our hospitals this waiting list in the admitting office is the grave- 
yard of many patients. This should not be left to a lay officer. In order 
to tie this in closely and make admitting procedure continuous, the list of 
waiting candidates for admission is daily gone over by the professional 
group having the patient in charge and the social worker, giving preference 
to the more urgent cases and making final ultimate disposition of all 
patients on the waiting list. The recommendations are registered with the 
booking office. During the entire time the patient is on the waiting list in 
the booking office, he is being followed by his diagnostic or clinic unit, 
retains his ambulatory status, and is kept under supervision. Remember 
that bed care is but an episode in the patient’s care. 

We have mentioned the economic advisability of ambulatory diagnostic 
service. The ability of your organization to increase the per cent of 
such service should cause gratification. Most hospitals at the present 
time admit too large a per cent of bed cases directly from the street. It 
is perhaps safe to say that very few hospitals can show less than 50 
per cent or more of such admissioris. With proper use of the ambulatory . 
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service this may be decreased to 30 per cent or 35 per cent, thereby strik- 
ing a much better balance. In one hospital I have recently heard of this 
is as low as 10 per cent. 

As a corollary of the initiating of such a system of admitting as we 
have described, we should look to our administrative policies and de- 
termine what steps are necessary to insure an organization’s being able 
to carry out a unit patient handling plan. This would logically call for 
a unit record system, centrally located; a unified departmental staff or- 
ganization, centrally directed and functioning at the same time for both 
bed and ambulatory care; and a social service organization paralleling the 
staff organization. An appointment system and limited intake are ad- 
visable. 

In passing there are certain other features which we might emphasize. 
First, in a large hospital where mass admitting must be done because of 
the large number of applicants we should consider decentralization of 
the medical sorting function. This can be done by having in each major 
department a sorting or distributing unit to make the final selection of 
the patients to be treated based upon the needs and judgment of the 
individual department, assuring proper emergency and minor care for 
each applicant where indicated. This also meets a definite criticism of 
the medical group to central selection-as a block to the proper operation 
of the appointment system. Especially is this important to a teaching 
hospital. Example: patient is seen by admitting doctor, and sent to med- 
ical distributing department where final sorting is done. Patient may 
be admitted to medical clinic for work up, given emergency care and 
sent elsewhere, or referred out according to the judgment of this group, 
with advice as to where to apply elsewhere. 

The twenty-four hour ambulatory service to care for the emergency 
cases of all groups including specialties during the time the clinic proper 
is closed should be an important part of this unit. An emergency minor 
operating suite, admitting ward beds, a room provided with specialty 
equipment, all under proper and detailed departmental supervision, are 
necessary. No emergency patient or hospital bed applicant should ever 
be turned away without the approval of an attending physician. Emer- 
gency minor surgery should never be the responsibility of an intern group. 

There should be adequate definition as to what constitutes emergency 
care and only such ambulatory cases as are eligible for this care should 
be treated by the personnel of the emergency unit. No return visits 
should ever be permitted on this type of patient; he should be given 
an appointment to his proper section. To care for the emergency and 
the ambulatory patient in need of bed care for less than twenty-four 
hours and to permit of the preparation of surgical cases going directly 


[39] 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 






































anoe 


“a MALL 
aoa ' oa 







—\| 




















Sate 
= pean Pais30 vee @ ttm 









BE senving 


| awe ou 


+ PANTRY ING RO VyILITY STATION 
vieecrons AND Supenvisers = 
; 3 ‘4 a — al 
a = = = = = te} 
ae L 
a al 
ll 


ROOF U el Co 
{ i =I a 
bo | 
Poo | & 
be | 
dye - 


~ 














“JA 













== itt =f) —»% 


ctswree chifoceed ada 





Cxaminine £ 


TREATMENT oe 
opricay 


QREPRACTINGE 








asd 
Tron 


4 acer 
1 a ims Tawcnos F ¢ 
REPRACTION 2335+ e araer 


four teencegh 











> 
—- 


OPTHALMOLOG F—————— 





wAS 


+LIF%. 


La . 
Chases 6 ih 
t, eos = 


DRESSING H RETHEING Buolls 
CupieLts oe 

PATIENTS 

- BaTH BatH 


rs f 
= ® 
vere eked AOwITTIN 


Worx Fe MERCENCY! 
Rooy Joeuveer i 


7 
L 
it 
SCALE IN FEET 
we oT so 
it 


S. GAMBLE - ROGERS we decuirecr 








DracraM III 


[ 40] 








—— 2k fee ek 


=. AS eee 


t 








UNIFIED PATIENT ADMISSION 





a 


18 Exam. Cases 
calling for detarled 
examination 





(Some of these = 
Admitting Ward) 


ss I 
s 
‘ 
a 
»” | : GRAPH OF ADMITTING TIME 
i \ DECEMBER 1929 
aad ' 1 s Total patients seen * 89 serial 
| : admissions 
= i \ mmm oTine to Admitting Physician 
Re 1 mee Time from arrival to disposition 
“x j | 
oe ‘ t 
= 4 
o \ 
= 
a 
3 ft | 
» 325 ‘ 
7 eh 
~ ' 
s | ‘ From 60"=260 
| 
‘ 
| 
! 


Time in minutes 











DIAGRAM IV 


to emergency operation a liberal quota of ward beds associated directly 
with the admitting service should be maintained. These should be 
operated as part of the admitting service. 

Through the foregoing administrative plan and definition of function, 
you have really suggested your architectural layout. Any good architect 
can clothe your ideas when expressed in this form. The most suitable 
place for the physical placing of the admitting unit would seem to be 
as a link between the hospital and clinic if possible. This permits patient 
flow in both directions without cross lines of traffic and avoids duplication 
of personnel, equipment, space, and so forth. Let me suggest that in 
planning you do not go about visiting hospital after hospital, picking 
up a detail here and there and trying to piece all of these into your 
plans. Work out your own solution of vour individual problem adminis- 
tratively and functionally to meet your particular needs; the result will 
be more satisfactory. 

To show you one attempt to solve our problem, the following floor plan 
is shown. This solution is not wholly satisfactory, as the sorting of old 
and new patients does not sharply enough differentiate the stream. There 
is consequently some confusion and noise in the admitting unit which 
might be avoided. A bipass.from entrance to cashiers might help this. 

Promptness of response by the admitting physician on call is imperative 
to good service. Time check-up on this service by the use of proper forms 
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is very instructive. The graph shown indicates interesting results obtained 
through such a check-up. 

In conclusion: We should have for the keynote of this service (a) 
an approach that inspires frankness in the patient, (b) equanimity of 
workers at all times in their dealings with the patient, (c) sound, rapid 
decisions for all types of problems arising. 

Accurate and prompt sorting of the applicants at the door is the hos- 
pital’s first obligation. It avoids waiting, promotes comfort, and speeds 
the general admitting. procedure. The old proverb, “To save at the gate 
is to suffer in the house’ can well be applied to admitting patients to 
our institutions. Efficient handling of applicants for admission calls for 
specific scientific knowledge, professional, administrative, psychological, 
and sociological. At the moment of entrance, the program of rehabilita- 
tion should be started. Friendliness, confidence, sympathy, understanding, 
a sense of humor, hospitality—these are good investments, both profes- 
sionally and financially, to every hospital. Personnel should be trained 
to this end. Just as an understanding of people is a basis for personal 
success in business, it is the secret of success in handling patients. 

Let me in parting impress upon you two final thoughts: 

1. Irrespective of how beautiful your lay-out is, how good your or- 
ganization plan, the secret of your success will lie in the careful, judicious 
selection and training of your personnel generally, but specifically where 
the public makes with you its initial contacts. 

2. A good admitting service may appear expensive, but balance un- 
necessary diagnostic bed care of free patients against it and then strike 
your balance before drawing conclusions. 
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THE DOCTOR AND THE HOSPITAL 
PHARMACY 


By M. S. Dootey, A.B., M.D. 
Professor of Pharmacology and Member of Staff, University Hospital of the Good 
Shepherd, College of Medicine, Syracuse University, Syracuse, New York 


OLLMANN RECENTLY STATED that more good is bejng derived from 
drugs to-day than ever before but, from discussions private and 
public, one gains the impression that, in hospitals at least, the great- 

est possible benefits are far from being realized. 

Among others, Irons, Stoner, Hatcher, Roger Lee, Gray, Puckner, and 
Leach in particular call attention to prescribing fallacies, therapeutic and 
economic, great enough, one might assume, to arouse the profession and 





Worst of all, because so difficult to combat, are many sub- - 
standard, fancifully named and packaged specialty preparations of 
otherwise official drugs. Being constantly advertised, it is hard to 
induce physicians to prefer similar unadvertised official drugs. 
To indicate their relative merits, one or two examples may not he 
out of place. 

Sollmann cites sub-standard proprietary preparations that con- 
ceal their cresol nature and masquerade as superior to compound 
solution of cresol U.S. P. One of these, against which a federal 
misbranding fraud order was met by a guilty plea, is in use in 
the operating room. It is defended as cheap—$2./0 per gallon— 
and as having a phenol coefficient of 20. A gallon of cresol 
U.S. P., costing the same amount, could be diluted to thirty-three 
gallons and still have the same concentration as the stuff in use! 











especially hospital agencies. As investigations in this direction are likely 
to be made in the near future, it may be in place to relate some unique 
experiences in pharmacy in one of our local hospitals. From this expe- 
rience, definite conclusions have been reached. 

At the time of my appointment as chairman of the Pharmacy Commit- 
tee of one of the teaching hospitals of the College of Medicine of Syracuse 
University some years ago, the president of the staff declared the hos- 
pital’s drug therapy to be chaotic, and urged revision of the drug list as 
a step toward improvement. . This was undertaken, and events growing 
out of it up to and since publication of our material have been interesting 
and enlightening and may be of value to other institutions. 
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While collecting data from the teaching hospitals in Syracuse, the first 
concern was a survey of representative hospitals in the United States, 
and a few in Canada. Letters sent requested copies of drug lists or for- 
mularies, methods of choosing these, rules for operation and control of 
pharmacies, and other pertinent information. 

This inquiry brought some disillusioning data and set us wondering 
whether, after all, we were not naive in thinking we needed to modernize. 

Two or three notable conditions were revealed, the first being the comfort 
of realizing that ours was not a purely local problem. ‘Misery loves 
company.’ The second was that, if other institutions had given up fixed 
formulae and ordering the same by number, they were running ahead 
of their printed lists. Evidence indicated that such was to a certain degree 
the case. However, other accompanying comments indicated, on the 
whole, a wide scope of drugs in use. There was much evidence of failure 
to distinguish between official and non-official drugs. The only really 
helpful publications came from two Canadian hospitals. There were many 
expressions of hope that others might ultimately profit by what we were 
setting out to do. 

As we purposed not only to compile a rational drug list, but frankly 
to comment on ways of insuring its usefulness, we had, in a sense, to 
work without precedents. We were aware of Puckner’s recommendation 
that the Pharmacopeia and Useful Drugs would be helpful guides for 
physicians in hospital prescribing. While in the end our main drug list 
was shorter than that of Useful Drugs, we felt that fewer obstacles would 
be met should we adopt a broader working basis—the Pharmacopeia, Use- 
ful Drugs, New and Non-official Remedies, and the National Formulary. 
The number of drugs finally included, exclusive of a relatively few phar- 
maceutic necessities, was below three hundred, which is less by five hun- 
dred than the lists in our various pharmacies. 

Shortly after publication, the committee’s work, under the title of /n- 
tern’s Handbook, was officially adopted in our hospital, and the medical 
faculty was circularized from the dean’s office urging its use in the 
other affiliated hospitals as well, in order to discover correlative values 
as well as faults. 

Second year students use the Handbook to indicate the scope of their 
materia medica, all upper classmen use it, and there is a copy on every 
nursing supervisor’s desk. 

The reader is asked to use the information given on this point as the 
background for following the work of our committee. Only the most 
outstanding of these developments can be discussed. 

At the outset, our pharmacy inventoried about eight hundred drugs, 
as did those of the other allied hospitals and of many in other cities. 
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For instance, Stoner reported seven hundred in St. Luke’s Hospital in 
Cleveland, while other large modern hospitals reported as high as seven 
thousand and eight thousand. The Pharmacopeia lists over six hundred 
—far too many, most physicians would say. 

The first step was an effort at elimination of drugs no longer used, 
but only a few decomposed or evaporated liquid forms were actually dis- 
carded. A plan to move the more or less useless nostrums, proprietaries, 
and specialties to another room met objection as adding to the daily work. 
Even segregation in the same room failed. Any suggested depletion of 
the stock met with the retort that such a procedure was useless since the 
demand would not cease and the bother of replenishing repeatedly would 
be added. It is equally a matter of disgust to the pharmacist to see 
preparations increasing, but merely throwing them out is not the cure 
for it. The opposition, which had been limited to the pharmacist, now 
becomes augmented. 

Since the new drug list was now official and our committee charged 
by the medical board with responsibility for the “nature and potency of 
all drugs and preparations carried in the hospital pharmacy,” we felt 
we could not be responsible for preparations backed only by manufac- 
turers. The medical board, to our surprise, ruled against the various 
proposals, though the soundness of our position was unquestioned. It 
should be emphasized that the whole hospital personnel, including the 
medical board, is just as anxious as our committee to clear up this bad 
situation but in an open staff institution such as this it is a complex prob- 
lem. This fact enters into our discussion of methods of correction later. 

Many preparations objected to are even of secret composition, and 
scores are little subject to either state or federal supervision. The Bureau 
of Investigation of the American Medical Association has published re- 
ports of fraud orders executed against many. The Council on Pharmacy 
and Chemistry has passed unfavorably on a number as practically inert 
or otherwise objectionable. 

Worst of all, because so difficult to combat, are many sub-standard, 
fancifully named and packaged specialty preparations of otherwise official 
drugs. Being constantly advertised, it is°hard to induce physicians to 
prefer similar unadvertised official drugs. To indicate their relative merits, 
one or two examples may not be out of place. 

Sollmann cites sub-standard proprietary preparations that conceal their 
cresol nature and masquerade as superior to compound solution of cresol 
U.S. P. One of these, against which a federal misbranding fraud order 
was met by a guilty plea, is in use in the operating room. It is defended 
as cheap—$2.70 per gallon—and as having a phenol coefficient of 20. A 
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gallon of cresol U. S. P., costing the same amount, could be diluted to 
thirty-three gallons and still have the same concentration as the stuff in use! 

Robinson, Hatcher, Eggleston, and White reported to the Council that 
both strophanthin U. S. P. and ouabain (crystalline strophanthin) are, 
with reasonable care, safe and efficacious for emergency intravenous and 
intramuscular digitalis medication. But one looks for them in vain in 
most hospital pharmacies, including our own, notwithstanding an abstract 
of the report in our Handbook. The reason is that the whispering cam- 
paign of the sellers of injectable specialties develops fear of the strophan- 
thins as dangerous—too dangerous. The prescriber could learn, if he 
would, that the activity of the specialties by vein is two and a half times 
less than a standard tincture by mouth. Consequently their relative cost 
is amazing. 

The end of the problem is not yet. Routine methods of buying even 
standard drugs cost hospitals thousands of extra dollars annually. Care- 
ful checking of each item by us revealed excessive costs. Ether happened 
to be the first investigated. It is not unusual, and sometimes justifiable, 
to specify a particular brand of drug. On this item, however, such a 
bias was costing the hospital roughly an additional $400 annually with 
no compensating merit. The order was changed to a firm having ideal 
facilities, marketing a special and a U. S. P. ether. The special ether 
was ordered, but ether U. S. P. was later ordered at still less cost. At 
once there was trouble. \ representative of the firm, supposedly, informed 
our chief surgeon that it was unsafe. The firm was careful to disavow this 
later but, significantly, the scare weighed more than the carefully con- 
sidered action of the committee, which was based on rigid requirements 
of the Pharmacopeia (i.e., non-volatile matter 0.002 per cent; aldehydes 
0.02 per cent; organic acids 0.003 per cent—concentrations of no prac- 
tical significance), and also on our own numerous comparative checks. 
Incidentally, another firm, after a lengthy correspondence, withdrew its 
special ether and now markets only ether U. S. P. 

3efore we could reach an understanding with the manufacturers, the 
medical board ruled that inasmuch as the hospital could not take the risk 
of using ether U. S. P., use of the special ether would be resumed. This 
was done. 

Procaine came to the fore. Under a trade name, it was costing $30 
a pound. The order went to another firm charging $22.50. As a matter 
of record, this firm was requested to file all data, which more than met 
expectation, on the validity of its product. Trouble again. One surgeon 
claimed this U. S. P. product to be only half as active as the proprietary 
previously in use. He also raised the objection that, during the war, some 
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of the procaine supply was bad! Other surgeons found no difference. 
Incidentally, curiosity at this time prompted figuring the cost of an am- 
puled French brand for intraspinal anesthesia. The per pound cost is 
over $1800. 

Scopolamin hydrobromide ampules of a high-priced specialty firm were 
costing $25 per hundred. Other firms quoted much lower; $8.05 is the 
present cost. 

In varying degree, this situation applied to the whole stock. Such ridicu- 
lous costs are something for hospitals to think about, as well as the Com- 
mittee on the Cost of Medical Care, especially as recent data assign a 
fourth of the total annual cost of medical care to drugs and supplies. 
However, costly as it is, the therapeutic fallacy involved is far worse. 

Hospitals, although usually charity institutions, are, it is easy to see, 
receiving money from the public to line unwittingly the pockets of the 
drug trade. It is inescapable that physicians are indirectly responsible, 
and the “detail man” is always just around the corner. 

Efforts at renovation elicited other interesting reactions of doctors. 
Their response to the plea of lower costs of standard drugs is that the 
physician’s interest is in results, not costs. To convince him that he is 
actually getting less results for more cost is difficult. The force of ad- 
vertising is tremendous. 

Take the case of a half dozen or more of injectable ergot preparations. 
One of our obstetricians was convinced of their lack of activity only after 
reading the report of the Council declaring them practically inert—less 
than 10 per cent activity. Injectable digitalis is another example already 
cited. A Chinese proverb runs: 


“Sellers of drugs have two eyes; 
Givers of drugs have one eye; 


Takers of drugs have no eyes.” 


The purpose of the foregoing exposé is not to blame individuals acting 
in perfect good faith, but to cite the faults of a system with a view 
to finding a remedy. What is the remedy? 

Since the entrance of undesirable drugs into pharmacies is so easy and 
removal so difficult, prevention is the obvious course. This was put to 
the test in our new City Hospital, whose physician-in-chief is a member 
of my committee. For it we compiled a drug list of less than one hundred 
preparations. Should supervision change, so probably will this list, thus 
again proving the physician to be the determining factor. Some better 
system than personal caprice must be devised. 

If it is correct that physicians alone are to blame for this situation, 
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why is the problem so difficult? To answer this requires understanding 
ci their outlook and professional traditions. The process of securing 
integrity of the drug supply fails to interest them overmuch. They little 
understand the difference between standard and sub-standard products. 
Physicians give so little attention to revisions that the Pharmacopeia and 
the National Formulary are overcrowded. On the other hand, the in- 
ability to distinguish standard and non-standard clinical procedures is 
of another sort. 

It has been said that “ours is a diagnostic age in an age of drug nihil- 
ism.” The second part of the quotation is certainly not truc, but interest 
in treatment must balance that in diagnosis before drug therapy can be- 
come rational. 

The physician’s outlook is still that retained from the days of empiri- 
cism when physiological and pathological conceptions were fantastic, diag- 
nosis was often uncertain, pharmacology was, so to speak, only having 
its cord tied, and drug therapy was a trial by ordeal. In such a situation 
the many-sided impelling creed of therapeutics that “anything offering 
benefit to patients may be used” was an essential and to it, in part, we owe 
the present enviable position of the regular school of medicine. This 
cosmopolitan conception, though it has led to unbelievable absurdities 
through indiscriminate choices of drugs, must remain to vitalize thera- 
peutics. Are we then making a paradox when we try to limit the number 
of drugs used? The answer is that its application without stint better 
fitted the good old empiric polypharmacy days. 

With no intent to belittle our rich legacy from the past, it is but his- 
torically correct to say that the rationalized drug therapy of the more in- 
telligent of to-day is the reaction against abuse of this principle. We must 
not allow greedy drug sellers, reciting a story mechanically, to drive us 
to our past abuses, bringing our better diagnosis and powers of observing 
results to naught. Nor should we desert principles because a well-meaning 
but ill-informed colleague thinks he has achieved results with a preparation. 
The extent of therapy on such a basis proves grown-ups still lovers of 
fairy tales. 

Surgeons more quickly learned their surgical lesson, since they could 
not so easily dodge the consequences of improper methods. Malpractice 
suits contributed something to surgical progress. But as to the use of 
drugs, surgeons are the worst offenders. Physicians have defended many 
suits for poisoning, but probably none for failure of effects from inert 
or irrational drug medication. Should the extent of such failures become 
known to the public, would the citing of his creed or a plea of ignorance 
get the doctor off? Whether the use of weak or inert drugs ever jeopard- 
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izes patients or not is a question that could be left to any jury of physi- 
cians. 

I am not forgetting my subject, for these methods, whether in private 
practice or not, inevitably influence the hospital pharmacy. At the same 
time, one must agree with Roger Lee that slavish, unintelligent adher- 
ence to standards leads‘to an even worse state. Individualization of every 
patient is a part of the lesson assigned to every medical student, and is 
the strongest weapon against state medicine. Worst of all, it would defeat 
initiative and originality in the search for better remedies. Standards grow 
better by a healthy skepticism toward them. 

It may be asked how remedies can be discovered if not tried on patients. 
The answer is that the average general hospital is not the place for such 
discoveries, far less private practice. It is difficult for many physicians 
to be patient with this viewpoint. 

A tabulation’ used by physicians of Toronto University on a post-gradu- 
ate teaching tour in rural Canada should help this plea for patience. 





PIII: sis ind 5 9 ee 2 years 
POND 5 ic 6 1 HERE RARER EO 2-3 years 
| eee eee ee rrr 2 years 
Pituitary extract (for use in obstetrics)............... 2 years 
Barium sulphate (for use in x-ray)............e0 eee 2-4 years 
Luminal (for use in epilepsy) .........0.cccerecesess 3 years 
Sodium barbitone (sodium veronal) .............. 5 years (?) 
PO 6g 80 LR SSE EA ROS A 6 years (7) 
REED hin cnnecansnaeexs ine acnGie eee eae 6 years (?) 
CO ee er eT re indefinite 
ae ee er rare (xs neinee Rees eee een indefinite 
DN DD. 6 oink ibe dexias teasiwekeaswe see indefinite 
EE 0005s cnar ees iucadamia sekee eee 6-8 years 
Oe ee er rr er indefinite 
Emetin hydrochloride (for use in amebic dysentery)....3 years 
er Pee Cer CT TT Pr rr indefinite 
DN hv cde a nnnsnnede stead edskew cee eee 2 years 
POG sis 3 i009» eal ee caret a ewan eae 2 years (?) 
GV ECT) Seid ean eee iene i 9 years or 4-5 years (for edema) 
rn rr eee em nan 3 years+ 
RW CID aa bs vic bok ee ea eee ane neeee 10 years 


If the time required to introduce scientifically even sovereign remedies 


1Henderson, V. E., Canadian Med. Assoc. J. 16: 1077, 1926. 
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is from one to ten years it should give us pause to see proprietary con- 
coctions literally rushed on the profession in one week. 

New drugs, or new treatments by means of old drugs, had to be tried 
in private practice in time past. But this method, running back to Hippo- 
crates and beyond, is being amended. We have splendidly equipped labora- 
tories and research clinics in all advanced countries for obtaining a fair 
idea of toxicity and therapeutic possibilities before endangering patients. 
These are the institutions for proving new remedies, under rigidly con- 
trolled conditions, so that trustworthy data and not a mere “impression” 
can be had. Could it be seriously contended that either the average hos- 
pital or the private physician is in a position to contribute any data of 
comparable value in any reasonable time, if at all? It is equally important 
to safeguard patients from inert drugs by equally sound methods. 

Even though there can be no compromise with the need for scientific 
proving of the therapeutic effectiveness of drugs, there is still opportunity 
for alert hospitals to ameliorate the situation. Hopeful signs have already 
appeared. 

Since the publication of the Jntern’s Handbook in June, 1929, our 
committee is consulted about drugs with greater frequency. Physicians 
call in from their offices and patients’ homes. Detail men frequently 
ask for conferences. They inform us that Dr. Doe, etc., tells them to 
see us and if we say their product is as represented, they will use it. 
This is a novel turn. We quickly brush aside sales talk and use them 
as messengers to their houses. Such contacts often result in mutually 
advantageous co-operative relationships. There are awakenings elsewhere 
of equal import. 

A discussion of this kind lays one open to misunderstanding from many 
directions. This must not happen. Especially, ethical pharmaceutical 
houses must not feel under suspicion. Bona fide concerns with research 
facilities are spending thousands of dollars in rendering indispensable 
service to the sick by supplying reliable remedies and diagnostic agents. 
Our case is against the sharp practices of the highly commercialized 
firms. So much for the difficulties involved. 

Any remedial program must be most comprehensive. Correction of a 
bad situation requires more than destructive criticism. Worthy elements 
must be reconstructed into new usefulness. Pharmacists, though anxious 
to maintain standards, lack the training and influence to do it, as does the 
hospital office and even, as a rule, the medical superintendent. 

As for the pharmacy, it is faced with the necessity of becoming a unit 
of the clinical laboratory in order to perform its many-sided functions. 
Besides the technical services of the pharmacist, there must be someone 
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with medical knowledge of drugs and an understanding of therapeutic 
problems to act for the pharmacy in much the same way as directors of 
other laboratories. Institutions without medical school connections can 
rarely command such service. Until physicians learn better prescribing, 
their hope would be to adopt such standards as the Pharmacopeia and 
Useful Drugs, and do their best to live up to them. 

Since the doctor is at the bottom of the backwardness of pharmacies, 
the solution is an educational one. Fortunately, the educational defect 
is easy to detect—a matter, I believe, of defective teaching of pharmacol- 
ogy. In other courses, such as bacteriology and pathology, students and 
interns receive training in the clinical laboratories in addition to the pre- 
clinical courses, as desirable for the practice of medicine. There is no 
question of the wisdom of this, but clinicians even so trained never risk 
making their own bacteriological and pathological diagnoses. However, 
in the choice of drugs, it is presumed that every physician is pharmacol- 
ogist enough to select his own drugs. At any rate, the responsibility -is 
his, without any special training for it such as in these other subjects. 
Furthermore, a glance at pharmacology in the medical curriculum finds it 
segregated in many schools in departments of physiology or biochemistry, 
and taught by the same staff of instructors who usually lack special knowl- 
edge of pharmacology. The course usually falls in the spring, after 
the major effort has gone into the other subject of the department. Routine 
instruction is inevitable. Pharmacology should have an independent ex- 
istence, and should teach not only the principles of drug action, but also the 
art of choosing the best medicinals for patients. Moreover, pharmacology 
must infiltrate the courses in therapeutics and medicine. It is not necessary 
to discuss in detail the various schemes proposed, from time to time, to 
insure this end (e.g., pharmacology participating in the clinical teaching, 
comprehensive examinations, post-graduate instruction, etc.). 

Reference to teaching must not be construed as propaganda for in- 
creasing the time of this subject in an already overcrowded curriculum. 
It is only a plea for more rational use of the time allotted. Only when 
pharmacology is properly blended in clinical teaching as well, can hos- 
pital pharmacies clean house. If medical schools thus fail to train their 
graduates to choose drugs, be sure the detail man will attend to it. 

Other aids to rational prescribing would be to induce state licensing 
boards to follow the lead of the National Board of Medical Examiners in 
limiting the scope of examinations to Useful Drugs and the content of 
courses in the best medical schools. Also, the old dominating fear that 
prevents inclusion in examinations of definite questions about drugs in 
the treatment of disease, lest some cultists’ feelings be hurt, must go. 
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Materia medica as taught to nurses must likewise rationalize. No phar- 
macologist would attempt to teach the actions of eight hundred drugs 
in the medical curriculum, but nurses are supposed to master the materia 
medica of this number in sixteen didactic hours. Much of this time is 
devoted to proprietaries. 

A final plea is for minimum standards for pharmacies in the rating of 
approved hospitals. If a committee such as ours is able to make only 
a little progress, backed by a half dozen years of intensive publicity, with 
all concerned desiring it, one wonders how long it would take to effect 
satisfactory reforms if left to the average individual institution. One 
wonders how long it would have taken hospitals to reach their present 
standard in other respects had it not been for the well-directed aggressive 
steps taken by such organizations as the American College of Surgeons, 
the American Hospital Association, and the American Medical Associa- 
tion, whose influence has been the magic touch. 


oe OG 


ST. FRANCIS HOSPITAL, MIAMI BEACH, OPENS ITS NEW 
PRIVATE PAVILION 


St. Francis Hospital opened its new pavilion, the Villa Francisca, on 
December 8. The Villa Francisca was built and equipped to accom- 
modate the type of patient who is not ill enough to be confined to bed 
and yet not well enough to be allowed the unrestricted liberties of the 
seashore. It is located within the beautiful grounds of St. Francis Hos- 
pital. It is very unique, in that in addition to offering hospitalization for 
the patients they provide accommodations for the relatives and friends 
who may want to remain with them. The Villa Francisca is so situated 
in connection with the hospital that the patients may receive all the 
advantages of the hospital equipment, the sun roof, hydrotherapy, and 
physiotherapy and without the restriction of a hospital régime. 

Fourteen new sun-exposure cubicles of permanent construction with 
double shower and massage rooms, colonic therapy departments, includ- 
ing three attractive waiting rooms, together with a new salt water swim- 
ming pool for convalescents and ambulatory patients, have been completed 
at a cost of $80,000. 

This new departure of St. Francis Hospital has arranged for the 
most complete care of patients who wish to have desirable hospital 
advantages at the seashore without being confined to hospital wards. 
Mother M. Alice, R.N., is the superintendent. 
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ADVANTAGES OF SOCIAL SERVICE TO 
THE SMALL HOSPITAL* 


By J. Moss Beeter, M.D. 
Superintendent, Spartanburg General Hospital, Spartanburg, South Carolina 


HIS HOSPITAL, or health center, as we prefer to call it, is located in a 
gine city in the Piedmont area of South Carolina. It is owned by 

the county and serves a city with a population of thirty thousand 
and a county with a population of one hundred thousand. About one- 
fourth of the population is negro. In employment, the population is almost 
equally divided between agriculture and industry. 

The hospital is supported by taxation, the interest from a small endow- 
ment, income derived from fees of private patients, gifts from the Duke 
Endowment, and gifts from interested individuals. 

It is operated on the state plan. It is budgeted at the beginning of the 
year, a certain sum being appropriated from the county for its deficits. In 
return for this, the organization takes care of all county cases and does the 
preventive and educational work. 

We have the privilege of taking any case approved by the social service 
department. If the social service investigation shows these cases are un- 
able to pay the usual ward rate, the medical staff treats them free of charge. 
However, if after investigation it is found that they are able to pay a.small 
amount, even though it is less than the regular ward rate, then we have 
the privilege of collecting this amount. This gives us a small income. 

To obtain some idea of the advantage we have realized from our social 
service department, it is necessary that you know something of the physical 
plant and the general organization which we have. 

To some extent, the organization is out of the ordinary. We have both 
the preventive and the curative branches of medicine under one head. The 
organization assumes the entire responsibility of the county’s physical and 
mental welfare, its medical education, prevention of disease program, school 
health program, and sanitation. 

We have the hospital group, consisting of a 125-bed general hospital 
for white cases; a 56-bed hospital for negro cases; an out-clinic building 
which houses the out-clinic and social service department and has a small 
unit for the accommodation of twelve isolated cases; and finally a 96-bed 
tuberculosis hospital which contains beds for forty-six white adults, thirty 
children, and twenty negro adults. 

Functioning with this and under the same head is the county health de- 
partment with its physician, sanitary inspector, nurses, dentist, negro 





1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930, 
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physician, and negro nurse. Co-operating with this department, there are 
twenty industrial nurses financed by mills, and four white and one negro 
nutrition worker, directly under the same supervision. 

This department assumes the health education through talks, motion 
pictures, a monthly health paper, etc. 

Its program is as follows: 

School program, consisting of health talks, health pictures, medical 
examination of the school children, control of communicable disease, vac- 
cination, nutrition work, and sanitary inspection of the school. 

Specific prophylaxis, consisting of typhoid clinics, smallpox vaccination, 
and toxin antitoxin clinics. 

Communicable disease control, consisting of school inspection, isolation, 
and quarantine. 

Tuberculosis control, consisting of hospital clinics and a few clinics in 
the county, school examinations, home visits, examination of contact cases, 
and hospitalization of cases. 

Venereal disease control, consisting of venereal clinics, follow-up work, 
and isolation when possible. 

Prenatal work, consisting of clinics, home visits, urinalyses, etc. 

Mid-wife control, consisting of classes for the mid-wives, inspection of 
the licensed mid-wives, home visits, etc. 

Infant and maternal hygiene, consisting of clinics in the county, wee 
baby conferences, home visits, following up of cases delivered by mid- 
wives, pre-school examinations, and vaccinations. 

Pellagra control, consisting of health talks, motion pictures, education 
through the schools, Parent-Teachers’ Association, mill nurses, etc. ; educa- 
tion of the industrial population and tenant farmers to plant gardens, and 
to eat foods that prevent pellagra. 

Sanitary program, consisting of inspection of the schools, dairies, eating 
places, sewage disposal of the small town, etc. 

Nutrition program, consisting of adult education, using the undernour- 
ished child as the connecting link between the nutrition worker and the 
home. 

The county health department has two health centers which are located 
at the extreme ends of the county where the above programs can be put 
on at a distance from the institution. 

Two mills have centers with their own staffs working directly with the 
department, and all the industrial nurses meet with the director and co- 
operate in any health program. 

We have tried to make of this hospital a medical center for the preven- 
tion of disease, the cure of disease when the individual is already affected, 
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SOCIAL SERVICE IN THE SMALL HOSPITAL 


the education of our community, and the education of the medical profes- 
sion of the county. 

For this reason, the hospital maintains a library open to the county physi- 
cians, subscribes to the leading medical magazines, and all physicians are 
welcome at the staff conferences. The laboratory is open to all county 
physicians for examination of infectious and contagious diseases. 

The social service department functions in direct contact with the heads 
of all the departments, acting as a link between the hospital staff, the health 
department, the out-clinic department, and all outside agencies. 

The duties of this department are varied and include everything from 
nursing the medical staff to making excuses for the superintendent. 

All patients applying for admission to the out-clinics, or applying for 
free or part-pay services, are interviewed by this department. This inter- 
view is for the purpose of securing social, medical, and financial informa- 
tion. If there are any charges, the amount is fixed by the social service 
department and forwarded to the finance department. ; 

When the cases admitted to the clinic or hospital are already under the 
supervision of some agency or nurse, this department does not assume 
responsibility for the case, but does assume the responsibility for giving to 
the agencies or nurse the complete diagnosis and recommendations for 
treatment. This information is given by office interviews, telephone, and 
letters. We do not have enough help to send written reports on all cases. 
To each physician recommending a charity case to the hospital, a complete 
summary of the case is forwarded. 


SOCIAL SERVICE 


On account of our limited social service staff, only certain types of cases 
are selected for continued follow-up. Patients suffering from the follow- 
ing diseases are selected: tuberculosis, syphilis, pellagra, orthopedic, and 
certain cancer and heart cases. When these cases are referred to other 
organizations, these agencies are asked to report on the patient’s condition 
if they do not return to the clinic. 

The department, of course, has its administrative evils just as any other. 
It must manage its own department, it is budgeted as are the other depart- 
ments, and it must live within its budget. It is called upon by the adminis- 
tration for advice in handling any community social problem. It must be 
able to give the superintendent a social picture of any family handled and 
advise the hospital of the case. At all times, the department must be in 
constant connection with the business office so that no injustice is done to 
the family by overcharging the patient. It must be able to advise the 
health department upon its social problems and be able to make a suggestion 
of a social nature to the nutrition workers. 
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Service to the patient—We must remember that the first duty of any 
hospital and the standards by which it should be judged are its service to 
the patient, the results accomplished, and the use made of it by the com- 
munity as a whole. 

The social service department must interpret the patient, his environment, 
his mental make-up, and his financial condition to the medical staff so that 
it, in turn, can comprehend the condition and advise treatment accordingly ; 
e.g., the patient with pellagra from a family with an average income of ten 
dollars per week will be advised to buy moderately priced grades of meat, 
salmon, and liver rather than the choice and expensive cuts. 

The social worker must interpret the medical staff and its advice to the 
patient as no unpaid medical staff has the time or is able to explain its 
recommendations. Many an hour is spent in explaining away the patient’s 
fears and superstitions. 

The patient must have his own condition interpreted and he must be 
educated as to the best manner to care for himself, and to recover and keep 
his health. Frequently, the patient’s condition must be interpreted to some 
‘outside organization, such as a family welfare society, so that it can 
intelligently handle the patient. 

Sometimes arrangements at home or at work must be made before the 
patient can leave his family. Children or wife must be provided for and 
many other necessary arrangements must be made before the patient can 
undergo treatment. At times, special drugs or appliances are needed and 
then the social worker must interest some organization or individual in the 
case to help finance the project. 

Quite often, before the patient can be considered well enough to get 
along without the supervision of the social worker, many socia! maladjust- 
ments of his personal life must. be corrected. The departmeii necessarily 
must follow cases after they leave the institution, must provide for them 
if it is necessary, and educational work must be done to prevent a recur- 
rence of the disease or condition. It must also keep the patient under 
observation, and if possible have him report when the disease requires 
prolonged treatment or observation. 

Service to the hospital—The business office is given some idea of the 
financial condition of the patient, the economic condition of the members of 
the family, and their ability to pay. There is a marked ease in handling 
these group cases. The clinic is systematically handled and the patients are 
satisfied when they understand what is being done for them. 

The institution and the cases are interpreted to the community, thus 
lessening complaints and establishing confidence. Contacts are made with 
interested organizations and individuals, relieving the county and hospital 
of outside care and making the financial burden of the institution lighter. 
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The admission of patients is systematized and depends upon definite social 
findings, rather than upon any guess work, as it did more or less previously. 
There is someone with time to interpret the institution to the patient, the 
medical staff, and the community and with the ability to see all sides and 
always keep in mind the greatest good of the patient. 

Service to the medical staff—The physicians may now have a complete 
social history of their case, the patient’s environment and capacity for 
co-operation. The staff loses, to a great extent, its feeling of being 
imposed upon by would-be charity cases. They obtain confidence in the 
department, its social investigations, and its recommendations. Their 
cases are followed through and their recommendations carried out. Any 
appliance, special diet, or medicine which is advised is obtained. The 
records are complete and they see, instead of a one-sided picture, the 
patient as a whole—medically, socially, financially. 

Advantages to the county—The community has, in this department, 
someone to relieve the different agencies of their medical problems, some- 
one who is able to obtain expert medical advice, interpret it to the various 
agencies, and see that it is followed. 

The interested individuals are able to obtain hospital information, to 
obtain advice and help on their medical problems, and to realize that any 
individual case needing special medical care will receive it. The needs of 
the community are interpreted to the hospital officials and in return the 
institution’s organization program is presented in an understandable way 
to the community, relieving friction caused by ignorance. 

In conclusion, I have had many superintendents remark, after going 
over our organization and seeing the department, that they do not under- 
stand how we, as a small organization, can afford such a department. 

On the other hand, we do not understand how they maintain themselves 
or function without a social service department, as we feel that we could 
not afford to be without one. 


—_—_—+ 04——_ 
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THE GRACE HOSPITAL, DETROIT, UNIT 
FOR THE PATIENT OF MOD- 
ERATE MEANS 


W. L. Bascocx, M.D. 


Director 


A ROUND WAS BROKEN on September 29, 1930 for a unit of 185 beds 
for the patient of moderate means, located in the block now occu- 
pied by the main hospital building. 

This is the second unit to be constructed in the building program of 
the hospital, which will round out its various services with a total capacity 
of 650 beds. The building was designed by Albert Kahn, Inc., architects, 
and will have four stories and basement, with foundation for two additional 
stories. 

It will be located in the rear of the present buildings, occupying the 
eastern exposure of the block. The main entrance of the building will be- 
from Brush Street and this entrance will be in line with the main corridor 
of the present hospital buildings, producing, when completed, probably one 
of the longest main hospital corridors in the country, uniform throughout 
four floors. 

The building will be built of rough brick in three or more shades with 
white limestone trimming and facade. It will face Lodge Park and the 
main entrance to the building will be through the park. 

The plans provide that this unit will be wholly self-maintaining in all 
services; decentralization from other groups and other services is the 
keynote of the construction, with the exception of laundry, refrigeration, 
and heating. The unit will have its own surgical service and operating 
rooms, maternity service with delivery rooms, and x-ray department. This 
scheme has been accomplished by using the third floor entirely as a service 
floor and having all service activities of a professional character con- 
centrated on this floor. 

Two kitchens will be provided, one in the basement, and the other on 
the roof, the former serving all except private patients; the kitchen on 
the roof will serve the high-class private patient group of forty-five single 
rooms, all equipped with private lavatories and toilets, and many with 
baths. 

Distribution by floors as follows: 

Basement.—Ambulance driveway from’ north side of block underneath 
first floor corridor, completely enclosed ; adjacent emergency and surgical 
accident service; watchman’s or orderly’s room at basement entrance ; 


[59] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


graduate nurses’ locker rooms, toilets, and rest rooms; large kitchen for 
service of two and one-half floors of patients, special nurses, supervisors, 
residents, and interns; dining rooms with cafeteria service for the nurse 
groups; central diet kitchen in conjunction with main kitchen; office of 
dietitian; switchboard, transformer, and fan room; pump and _ heater 
rooms; toilets for male and female help; janitor’s rooms; and large cen- 
tral preparation room with sterilizer, etc. Entrance to this basement is 
effected from the main east and west corridor leading from the other 
buildings, and at right angles through a covered passageway on the north 
side of the block. 















CAFETERIA 











SUPERVISORS’ 
O1MING Room 






NUASES 





ih he 







' 
] com | i 
INTERNES’ CIMING ROOM | 
SPECIAL 
DINING Room 


osu |\/'meaTt Ef 


me 




















ensensesaens 


H 
_ 
| 


PLAN 










lorrice {fl 





VASES’ ROOM 


GRADUATE 








LS 
-' 
fr 
iH 





PRIMARY SWITCH 
Room 


xi 












AMBULANCE 
auTRANCE 
a 
—_s 
MER GENC’ 
ORCS sine 
pert 
ty 
BASEMENT 


WATCHMAN 















sTORKRAGE 





| 





[ 
CT Ts 
OAL SSING 

| 


Room 





STORAGE 
PUMP @ HEATER 








| 

















urirry 


GENERAL OFFicE 


ALST ROOM 


STAPF ROOM 
uTiity 


SOLARIUM tSOLATION 
ISOLATION 


BUILDING 


FIRST FLOOR PLAN 


a a er 
Sence eee reer 






4 
4] 





‘ 








L)| crrewent 


























SECOND FLOOR’ PLAN 


eet cer 


[61] 





fears 


kitepron, 
‘ ° 









SOLARIUM 

















wuases 
WORK ROON 


< f STERILIZING 
ROOM 

















DELIVERY 





OeLiveny 
Room 


PATIENTS 
ALST ROOM 








PATIENTS 
REST ROOM 

































of 
x x 
| 2 
Supenviso: . 
I ° 
-- - 9 
Trrrrt r ° 
; or 
| DOCTORS H gs 
DOCTORS r wasn up] NURSES ge 
LOCKER RM 3¢ P]acstamil ge 
33 { | 
St oe : : 
jane — - . 








{ i 
| DocTORS LOUNGE 


BUILOING 


PRESENT 


THIRD FLOOR 


ee 









idl 
: 
: 
g 


» Koom 
: oma 
s egg ) NOR. © 9C OF 
4 = PLATE AM 

ma) vig: Room 
S 
7 Room 
rs = |= 

= _ A — 


















SUN PORCH 













WARD 
WARD 


WARD 








—— 
BA 


PLAN 














luriuity 


VISITORS 








WHEEL 
CHAIRS 


0 








NURSES 
REST 






































hoor 











ous . a 


FOURTH FLOOR 








hoe 


sees tomcat + 


[62] 








th 


ye -_ 


rh 


=, C3 feb) as 











NEW UNIT AT GRACE HOSPITAL, DETROIT 


First floor—Main entrance, east, into large lobby from which offices 
open; cashiers’ office, general office, information desk, admitting rooms, 
and long distance telephones; offices of resident physician, staff lounge 
room, with toilets and coat room, visitors’ sitting room, supervisors’ and 
matrons’ rooms, two nurses’ service stations, and single, two-bed, and four- 
bed rooms for the patient of moderate means, with necessary utility and 
accessory rooms: all one-, two-, and four-bed wards have lavatories and 
built-in clothes closets ; all single rooms have toilets and lavatories ; solarium 
at end of each wing. 

Second floor.—Sixty-three beds in single, double, and four-bed rooms 
for the patient of moderate means; nurses’ rest rooms, utility and service 
rooms, solariums, etc., the same as on first floor. In the central division on 
this floor, examining rooms for the departments of gastro-enterology, 
proctology, gynecology, and internal medicine are provided, with waiting 
rooms, rest rooms, and physicians’ offices. Wheel chair and stretcher 
rooms are provided on all floors. 

Third floor—Operating room suite of three major operating rooms, 
plaster and chart room; doctors’ locker room, with spray baths, toilets, 
lavatories, etc., adjacent to the doctors’ lounge and wash-up; accessory 
surgical rooms, such as anesthetic, sterilizing, utility, work rooms, etc. 
X-ray suite is complete for all divisions, including cystoscopy and broncho- 
scopy. Separate rest rooms and lockers are provided for the nurses of 
the surgical and operating division. A visitors’ waiting room, outside 
of the surgical suite, and adjacent laboratory complete the surgical group. 
The delivery suite includes two major delivery rooms and two rest rooms, 
utility and preparation rooms, nursery, and isolation rooms. The pediatric 
suite is complete, with all utilities, nurses’ stations, and isolation room, as 
a separate unit. The overhanging sun porch constructed for newborn 
babies is a part of the nursery. 


Fourth floor—All private rooms, with private toilets and lavatories, 
and eight rooms with bath; nurses’ station room and nurses’ rest room 
and special diet service from a private kitchen on the roof; two solariums 
as on the other floors. The roof space over this corridor will be tiled 
for a roof promenade for private patients. 


Fifth floor—Kitchen for private patients; machine rooms and pent 
houses ; tiled roof garden with marquise, facing south. 


General.—All patients’ rooms will be equipped with telephones and radio 
head sets, served from a central station, permitting the selection of two 
to four programs, this service being available to all patients; noiseless 
signal systems for residents, interns, and nurses; integral telephone switch- 
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FIFTH FLOOR PLAN 
board and service, connected with all hospital buildings and city exchanges. 

There is provision for central refrigerating plant, laundry, food, and 
linen distribution service from center of building group in building now 
being altered for these new plants and equipment. 

The remaining unit in the present building program will be constructed 
on the site of the West Side Branch at 277 West Grand Boulevard, 
where a broad plan for an ultimate community hospital of three hundred 
beds is being developed. The first unit of this West Side branch will be 
built after the completion of the main hospital unit described above. 
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A DISPENSARY FUNCTIONING AS THE 
FRONT AND BACK DOORS OF 
. A HOSPITAL 


3y Joun E. Ransom 
Assistant Director, The Johns Hopkins Hospital, Baltimore, Maryland 


T IS MORE THAN LIKELY that whoever paraphrased this rather homely 
subject had in mind that its discussion would set forth the extent to 
which the out-patient department of a hospital can be made to func- 

tion as an admitting department and the extent to which it can be utilized 
for the treatment of patients subsequent to their discharge from the hos- 
pital wards. 

The patients served by a hospital may be divided into two general 
classes—private patients and staff or ward patients. Patients, both pri- 
vate and staff, may again be considered under three general categories. 
First, there are the so-called emergency cases. These are patients who 
because of the acuteness or seriousness of their illness or injury are sent 
into the hospital immediately on being seen by a physician with little or 
no preliminary diagnostic study. Second, there are patients who are 
hospitalized primarily for diagnosis. And in the third place there are 
those who are hospitalized primarily for therapeutic procedures—medical, 
surgical, or obstetrical, as the case may be. 





Leaving emergency patients out of our consideration for the moment, 
the other two classes of patients, in case they are private patients, come 
to the hospital in most instances only after they have been examined and 
perhaps treated in their physicians’ private offices. The private patieni 
sent into the hospital for diagnosis comes primarily because the hospital 
affords diagnostic | facilities which the physician cannot command else- 
where, or because the nature of the desired diagnostic study demands 
that the patient be under a control better obtainable in the hospital than 
elsewhere. The readiness with which necessary consultations can be had 
in the hospital may be another determining factor. Dependent largely 
upon the nature and seriousness of the conditions revealed by the diagnos- 
tic investigations will be the decision as to whether the treatment indicated, 
and perhaps initiated, is to be carried on in the hospital or in the physi- 
cian’s office. The private patient who is hospitalized primarily for 
medical or surgical treatment has, as a rule, been more or less carefully 
“worked up” in the doctor’s office before he is sent to the hospital, and 
unless he is completely cured while in the hospital or, peradventure, dies 
while there, he more than likely continues, for a time at least, under 
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his physician’s observation and treatment after discharge from the hos- 
pital. In other words, for these two classes of private patients, hospitaliza- 
tion is incidental to or only a part of a longer period of contact of the 
patient with his physician. 

For the private patient hospitalization, as a rule, does not mean passing 
from one medical régime to another that is new and strange. Even in 
those instances in which the treatment in the hospital is directed or ad- 
ministered by some other physician or surgeon, he is usually someone 
chosen or recommended by the patient’s family physician and performs 
his service to the patient more or less in collaboration with the family 
physician. 

Let us now turn our attention to the patient who enters the hospital 
ward having been referred there by some member of the out-patient staff 
who has examined and perhaps treated him in some of the hospital’s out- 
patient clinics. In what respects does his hospital experience differ from 
that of the private patient? In most instances it differs primarily in 
that it lacks continuity with the service the patent has been receiving in 
the out-patient department, particularly as the out-patient department phy- 
sician finds himself under an entirely new and strange medical régime with 
which he has contact only while on the ward since he passes entirely out 
from it on his discharge from the hospital. Whether the patient on leaving 
the hospital renews contact with his dispensary physician depends largely 
upon the patient himself and he is more likely than not to see little relation 
between the two régimes under which he has been treated in the same 
hospital. 

The questions naturally arise as to what would be gained if there 
were greater continuity in the service to the patient, as he passes from 
clinic to ward and back again from ward to clinic, and, if such continuity 
is desirable, whether it is practically obtainable. 

Granting that the physician in the out-patient department is a man of 
ability, there can be little doubt that were it possible for him to follow 
his patient into the ward and have him return to his clinic after discharge 
from the ward, greater benefits would be likely to accrue to both patient 
and physician than are obtainable without such continuity of treatment. 
The knowledge he has already gained concerning the patient’s condition 
could be utilized. Diagnostic procedures carried out in the clinic would 
not need to be repeated in the ward. This would result in the saving 
of both time and expense. The physician would gain in experience as he 
saw his findings confirmed or shown to be erroneous or incomplete in 
light of the more thorough and extensive diagnostic study obtainable 
in the hospital proper. The period of the patient’s stay in the hospital 
could no doubt, in many instances, be materially shortened were it pos- 
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sible to definitely arrange that he continue without interruption under 
the same medical régime after discharge from the ward. 

However, in many hospitals the difficulties in the way of carrying out 
such a program are many and great. In some hospitals a limited number 
of beds are available for physicians on the out-patient staff. In many 
others, through courtesy, a dispensary physician may be permitted to 
follow in the hospital an occasional particularly interesting patient whom 
he refers from his out-patient clinic. But in the majority of hospitals 
having large out-patient departments it is not possible to grant ward privi- 
leges to all members of its out-patient staff. And even were it possible, 
it is likely that were out-patient physicians permitted to refer patients 
needing hospitalization to their own respective services in the hospital, 
such an arrangement would not make for the best distribution of staff 
patients nor would such a plan necessarily insure that each patient would 
obtain the best available service in relation to the specific diagnostic or 
therapeutic problem which he might present. At any rate, in a great 
many of our hospitals the out-patient, on admission to the ward, passes 
out of the hands of his clinic physician, nor is there any apparent move- 
ment on foot to change this widely prevalent state of affairs. 

Yet it must be recognized that the lack of opportunity to follow their 
patients into the wards is frequently an important factor in causing dis- 
pensary physicians to lose interest in their work. But if this is a condition 
that cannot well be remedied, we should do the best we can under the 
circumstances and seek other ways and means of making dispensary staff 
service attractive. 

Let us now consider the subject from a different angle. The private 
patient comes to the hospital on the recommendation of some member of 
the staff or of some other practitioner in whom the hospital has confidence. 
His need for hospitalization is not questioned by the hospital. The pros- 
pective staff patient, on the other hand, may present himself at the hospital 
with no other credential than his own statement that he is sick and in need 
of hospital care. It therefore becomes necessary for the hospital to give 
him a sufficiently thorough physical examination to determine whether or 
not he needs to be admitted. In some cases a cursory examination will re- 
veal the need for immediate hospitalization. The patient whose condition 
is found not to be one of emergency may well be referred to the out-patient 
department for more thorough examination and determination as to whether 
he need be admitted to the ward for diagnosis or treatment or if he can 
obtain the service he needs in the out-patient department. The more the 
out-patient department is utilized for this purpose, the greater will be the 
saving to the patient and to the hospital. Or to say the same thing in 
another way: a hospital that has a good out-patient department can admit 
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all of its staff patients through that department, with the exception of emer- 
gency cases. The day has passed, or should have passed at any rate, when 
the recommendation made by a dispensary physician for a patient’s admis- 
sion to the ward is subject to review by an admitting intern or house officer 
who, by virtue of his position as admitting physician, is supposed to be 
imbued with a sort of superability to determine a patient’s need for hos- 
pitalization. 

We have discussed the difficulties that tend to make it impossible for 
members of the out-patient staff to continue to attend the patients they 
refer to the hospital wards. But another question suggests itself. To what 
extent can the patient’s history as taken in the out-patient department, the 
findings of his physical examination, and the results of roentgenological 
and laboratory examinations made while he is an out-patient be utilized 
when he comes on the ward? Several factors have to be considered in 
answering this question. One of primary importance is the quality of the 
work done in the out-patient department. There is no legitimate reason 
for maintaining a dispensary in which medical work of inferior quality 
is done but it may as well be admitted that hospitals still exist whose out- 
patient departments conform to the old definition of a dispensary as a poor 
place in which poor medical service is provided for poor people. In such 
hospitals out-patient records are of little value, if any. 

The report of your Committee on Out-Patient Work presented at this 
meeting deals with this subject in considerable detail. 

Granting that a new history and a new physical examination are re- 
quired as the patient comes on the ward, there can hardly be good reason 
for repeating recently made laboratory and x-ray examinations, particularly 
if the same facilities for these examinations are used by both out-patient 
and house services. Another factor affecting the answer to this question 
relates itself to teaching. Careful diagnostic study of staff patients may 
form part of a hospital’s plan for teaching its house officers and junior 
staff members, and to this end detailed histories and painstaking physical 
examinations may well be required. But whatever may be the practice fol- 
lowed, the patient’s dispensary record should be available while he is on 
the ward. The best means of making it available is to incorporate it in his 
hospital record. It is gratifying to know that an increasing number of 
hospitals are adopting the unit-history plan, which insures to the physician 
caring for a patient in either ward or out-patient clinic the ready avail- 
ability of all the data which the institution possesses concerning that patient. 

If the patient is to obtain the maximum of value from the service ren- 
dered him by the hospital, that service should be carried through to com- 
pletion. You and I well know that many, if not most, patients as they 
are discharged from the wards are not yet relieved of all their need for 
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medical attention. If a hospital maintains a good out-patient department, it 
may well, in the interests of its staff patients, discharge practically all of 
them to that department. For those patients who entered the hospital 
through the out-patient department, the matter of their again reporting 
there for whatever further medical service they may need is simple and 
easy. In the case of patients who have had no previous contact with the 
out-patient department, the importance of subsequent observation and 
treatment should be explained before they are discharged and they should 
be definitely instructed just when to report to the out-patient department. 
Even this is not enough in many instances. It is a well known fact that 
too many patients discharge themselves from medical treatment as soon 
as distressing symptoms disappear and thus fall short of receiving the 
best results obtainable from that service. They do this chiefly because 
of ignorance or indifference, which is perhaps another word for ignorance. 
The hospital is wiser and more far-seeing than the patient. It has not done 
its utmost for the patient nor discharged to the full its responsibility for 
his well-being if it sends him out with advice or instruction to report to 
the dispensary for further care of which he still has need and then fails to 
concern itself as to whether or not he acts in accordance with that advice 
or instruction. In other words it should maintain a follow-up system by 
means of which it makes further effort to see to it that discharged patients 
keep under medical supervision as long as need be. But no follow-up sys- 
tem, however good it may be, can have as much influence with the patient 
in this particular as can the physician in the hospital who not only interests 
himself in giving his patients good service while he has them in charge but 
uses his opportunity to impress upon them the importance of obtaining such 
further treatment as they may need subsequent to their discharge. 

May it not well follow that as hospitals more completely integrate their 
out-patient and ward services, the results which come from their efforts in 
behalf of their patients will be of greater and more lasting value? 


ee 
THE INCREASE OF HOSPITAL BEDS IN GERMANY 
Dr. Philipsborne advises that the official statistics give the increase in 


the number of hospital beds in Germany, not including the industrial hos- 


pitals, as from 177,519 in 1913 to 314,000 in 1927. 
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COMPARING POLICIES WHICH GOVERN 
THE SUCCESS OF A HOSPITAL’ 


By Ratpu M. Hvueston 
Superintendent, Silver Cross Hospital, Joliet, Illinois 


OR YOUR CONSIDERATION, I propose to offer a group of policies, com- 
HF paring conditions before organization with conditions after organi- 
zation, to show, by the results of actual experiments, how a 125-bed 
general hospital operated not for profit can maintain a high type of service 
at prices the patient of moderate means can afford to pay, and at the same 
time operate without a financial loss. 

The financing of the hospital should be a divided responsibility, the 
administrator accepting the responsibility of financing the operating ex- 
penses from the receipts from patients’ accounts, and the board of trustees 
accepting the responsibility of financing all other expenses from other 
sources of income. 

As all service in the hospital is dependent on the finances of the hospital, 
the finances of the hospital must be accepted as the basis of service. How- 
ever, service should dominate finance. In order to maintain a high type 
of service at the minimum cost to the patient, definite business policies 
must be followed. 

In the management of a hospital there are two major sources of loss: 
one in the system of charges for service rendered, and the other in the 
purchase and distribution of supplies. 

Many hospitals have found that it pays to have a one-price policy. 
Almost everyone appreciates being charged only for what he receives. The 
average patient considers the bed rate as the basis of cost. The adminis- 
trator, who is familiar with successful financing of the operating cost of 
his hospital, knows that a low bed rate will attract a large percentage of 
patients. In order to maintain a low bed rate, each special department 
must be financed separately. The bed rate should be scaled down to as 
near cost as possible, while the charge for extra services should show a 
substantial profit. The hospital can derive a far greater revenue from the 
policy of a low bed rate and a fair charge for all extra services, than by 
attempting to absorb the cost of most of the extra services through a 
high bed rate policy. A definite scale of prices should be maintained. 
Some hospitals even publish the charge rates so that the patient may be 
informed of just what the various services will cost. 

Unfortunately, a great number of the administrators of medium sized 
hospitals do not give careful consideration to the business of purchase 


1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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and distribution of supplies. It is an accepted fact that the administrators 
of these hospitals are poor buyers. Just how serious this lack of attention 
to the purchase and distribution of supplies is cannot be estimated. One 
hospital reports that in the first year after a change in policy, general 
business increased 10 per cent and the cost of supplies decreased by $5,700. 
The comparative saving was 16% per cent. 

Let me picture for you a 125-bed Class A hospital catering to patients 
of moderate means. Four years ago this hospital was running a daily 
average number of patients of 50 per cent capacity, and was operating 
at a deficit of nearly 10 per cent of its earned income. Today this same 
hospital is running a daily average of 74 per cent capacity and is operating 
at a profit of 6 per cent of its earned income. In a general way, the fol- 
lowing is the manner in which the increase in the daily number of patients 
and the decrease in cost of operation was accomplished. 


125-BED GENERAL HOSPITAL BED ACCOMMODATIONS 


PPT TCree eT Teer tec eee ee ee $0.65 a day 
eer er ere Tere ee ry 2.50 a day 
Tels 6 Ws oor nce eee 3.25 a day 
BE ee ek: Fe i 5 8s i ee es ecco 3.50 a day 
5 Tne: ie Pre: TRANG ios ek 6 eee Smee oes 4.00 a day 
RO Bots is Perth: Bae ie civs cece vei vsnsinviyi ayes 5.00°a day 
ee | | Peer eer eT rrrri cr erie Tr. 5.50 a day 
Fe ee ee ee 6.00 a day 
AVERAGE 
Be NN 6:idu 45a GA Seni alle bb0s weeanedaseaee nee $0.65 a day 
ie Se Te aids 66 he nese Nidandevewncene dee canbe 2.70 a day 
SS Ds ta PU TS « 5 56 5 od os 05k cexnranneeacnnn 4.95 a day 


The bed accommodations were divided as follows: 15 per cent bassi- 
nets, 50 per cent beds in wards, 35 per cent beds in private rooms. The 
bed rates were: bassinets, $0.65 a day; bed in a five- or six-bed ward, 
$2.50 a day; bed in a two-bed ward, $3.25 a day; and bed in a private 
room from $3.50 to $6.00 a day. The average for a bed in a ward was 
$2.70 a day. The average for a bed in a private room was $4.40 a day. 
The average charge for all patients cared for, four years ago, for bed, 
board and general nursing service was $2.92 a day. The average charge 
for extras was $1.75 a day, bringing the total average charge a patient a 
day to $4.67. This amount was not sufficient to meet the operating cost 
by approximately 10 per cent. The board of trustees decided to reorgan- 
ize the management of the hospital. 

Attention was directed first to the bookkeeping department, to ascertain 
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the system of charges for service rendered. It was found that out of 216 
patients discharged the month previous to the investigation only eighty had 
been charged for drugs or dressings, although during that same period there 
were 105 operations and twenty-six births. The bookkeeping department 
was revised so that a fair charge was made for all service rendered, in- 
cluding extra charges for special drugs and dressings. This revision 
immediately showed results to the extent of several hundred dollars a 


month. 
The second step was an investigation of the system of purchase and 


distribution of supplies. Most of the groceries were purchased locally. 
A requisition was placed on a spindle in the main kitchen. The salesman, 
calling once a week, would come to the kitchen, take this requisition, and 
send the order out to the hospital at whatever prices he might charge. 
Because a certain person donated $25 a year to the hospital charity fund, 
a firm in which this person was financially interested was given all the 
fresh fruit and fresh vegetable business without question of a competitive 
price. Most of the linen supplies of the hospital were purchased from 
local retail merchants at the retail price less 10 per cent, and in some in- 
stances the merchant did not even give the hospital the 10 per cent discount. 
A local retail drug store had an arrangement with the hospital that when- 
ever a wholesale drug salesman called at the hospital the order would be 
given the salesman with instructions to have it shipped direct to the hospital 
but billed through the drug store. These are only a few of the many 
reasons for the high cost of supplies for this hospital. However, they are 
typical examples of the purchase policies of many hospitals. 

Supplies were distributed from seven storerooms. This system was 
revised by consolidating the seven storerooms into one storeroom for 
general supplies, and one special storeroom for drug supplies. A per- 
petual inventory system was installed. One person was made responsible 
for the storerooms. 

Although the hospital had its own laundry, the hospital for many months 
had been sending its laundry to a local commercial laundry. This service 
cost the hospital approximately $1,000 a month. The laundry equipment 
in the hospital was reconditioned at a cost of $235. For four years the 
hospital has been doing its own laundry at an average saving of $500 a 
month. 

The administrator appealed to a group of the medical staff for reasons 
why the hospital did not have a higher daily average number of patients. 
Their chief criticisms were: first, too many changes in the nursing per- 
sonnel; second, lack of co-operation between the various departments ; 
third, lack of adequate laboratory service; fourth, inability to get the 
co-operation of the administrator on matters of routine procedures. Just 
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how serious the complaint of too many changes in nursing personnel was 
can be estimated from the fact that during the twenty-five months previous 
to the change in the administration there had been sixty-seven changes in 
the nursing department. Eight superintendents of nurses and fifty-nine 
supervising nurses had been employed in this period. As it takes time 
to develop an organization that will co-operate, it necessarily followed that 
with so many changes in the personnel there was, on the whole, little 
co-operation throughout the hospital. Since the reorganization four years 
ago there have been only nine changes: one change of superintendent of 
nurses and eight changes of supervisors. More than 50 per cent of the 
original personnel is still associated with the hospital. 

The clinical laboratory for twenty-one months previous to the investiga- 
tion had averaged $261 a month earned income. A new laboratory was 
organized at an expense of $2,700. A pathologist was employed for part 
time at a salary of $3,000 a year. Within a few months time the laboratory 
was on a paying basis and by the end of the first year the laboratory was 
showing a substantial profit. New equipment was added to the x-ray 
department. Prices for service in this department were revised to meet 
the recommendations of the medical staff. Within one year the earned 
income from this department had doubled. 

The school of nursing was improved. The educational entrance require- 
ment was raised from the minimum requirement to the requirement of a 
high school graduate. Affiliation for certain subjects was formed with 
other schools. More consideration was given to the theoretical and prac- 
tical instruction of the students, and more supervision and thought to their 
recreational activities. All of these things- materially strengthened the 
morale of the student body. 

As soon as the medical staff saw evidence of an intention on the part 
o: the hospital to improve the service, each gave a helping hand to push 
along the progressive program. A meeting of the combined executive 
committee of the board of trustees and the advisory committee of the 
medical staff with the administrator of the hospital was held once a month. 
This resulted in bringing the board and staff closer together and also 
paved the way for the administrator to get more co-operation from both 
board and staff. 

The reorganization of the hospital resulted in better service to the 
patients and the doctor, increased the daily average number of patients, 
and decreased the operating cost of the hospital. 

The time came when it was considered advisable not only to replace 
some of the equipment and purchase additional equipment, but also to 
add considerably to the personnel of the hospital. The additional expendi- 
tures were estimated at about $10,000 a year. This additional expense was 
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financed by raising the rates on thirty-one private rooms $1.00 a day. 
In order to present a legitimate excuse for this increased rate the hospital 
improved the service in these rooms by adding an inner spring mattress 
for the bed, a window ventilator, and a private telephone. The raise in 
rates met with the approval of both patients and doctors and increased 
the revenue of the hospital nearly $1,000 a month. The bed rates in the 
hospital today show the same average as four years ago for bassinets and 
beds in wards, but show an increase in the private rooms from $4.40 a 
day to $4.95 a day. 


AVERAGE COST 


ND inc is coeccdiee he Oe ey an adn eee muan ae ie smell $3.81 a day 
NIE inet Sache Bhat Ve nd ces peas Rreds cx bene sane 5.73 a day 
NE is ious so bn ae es aa kw es tree ey 6.76 a day 


The average stay in the hospital for patients for the first seven months 
of this calendar year was 8.2 days. The average charge for medical cases 
for this period was $3.81 a day. The average charge for obstetrical 
patients, including care of infant, for this period was $5.73 a day. The 
average charge for surgical patients for this period was $6.76 a day. 


MAJOR SURGERY 


I, en WD nn soo orks oh Rhee eRREweKENeT $101.02 
ST eer eT ee 94.88 
I I enn Kuk eo eh AoE ae MR aa eae pe 75.34 
IN. TE ME oo on 0a ede canis nn env enn se sen ee eeey 69.45 


A survey shows that of the major surgical cases, thyroid cases paid the 
highest rates for hospital service, and appendix cases the lowest. Thyroid 
cases stayed an average of twelve and seven-eighths days and paid an 
average of $101.02. Hysterectomy cases stayed on an average of twelve 
and one-half days and paid an average of $94.88. Hernia cases stayed an 
average of thirteen and three-fourths days and paid an average of $75.34. 
Appendix cases stayed an average of eleven and one-third days and paid 
an average of $69.45. Of the minor cases, tonsil cases predominated stay- 
ing an average of one day and paying an average of $12.50. This included 
$5.00 for the use of the operating room, $2.50 for the anesthetic, $2.50 
for bed and nursing service, $2.50 for blood count, urinalysis, and gross 
pathological examination of tonsils. - 


Year First Second Third Fourth 
DG y (GARRY. 3056 o.ioss oe wee se 50% 54% 61% 74% 
Earned income ....:.....5..... $116,853.84 $126,162.46 $143,140.13 $174,140.13 
Operating expenses— : 
Oe = SA eee 113,514.43 120,472.24 125,213.58 150,081.40 
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(b) Depreciation. a. .tcc0%h< 13,422.72 13,422.72 13,422.72 13,422.72 
Total operating expenses....... 126,937.15 133,894.96 138,636.30 163,514.12 
Maeva TOSS"... ssc cwes ecie 10,083.31 CI) Seta ~. Ceewa deta 
Cinenaiiee et oo Sena. Wes enemaun  Seditoeaters 4,503.83 10,711.30 

Income First Second Third Fourth 
Rooms and wards, a patient a 

7 Day ene ne ee ae $2.92 $3.02 $3.27 $3.39 

Other charges, a patient a day.. 1.75 2.05 2.03 2.20 
TCR ihe- ta te lict ake: $4.67 $5.07 $5.30 $5.59 


There has been a gradual increase in the charges to a patient a day and 
a gradual decrease in the operating expense to a patient a day. The 
charges for board, room and nursing service have increased from $2.92 
a day to $3.39 a day. The charges for extras have increased from $1.75 
a day to $2.20 a day. Four years ago, with an average daily charge of 
$4.67 to a patient, the hospital was losing 10 per cent on its earned income. 
Now, with an average daily charge of $5.59 to a patient, it is showing a 
6 per cent profit on its earned income. 

Within the past four years the hospital referred to in this paper pur- 
chased a home for the staff nurses at a cost of $8,500, built an addition to 
the student nurses home at a cost of $17,000, replaced old equipment and 
purchased additional equipment for the hospital at a cost of $26,000, and 
operated the hospital without a financial loss. 

This hospital conducts a school of nursing. There are fifty students 
enrolled. Candidates for admission must be graduates from accredited 
high schools. The school of nursing is affiliated with a junior college. 

Under the terms of the affiliation the first and second year student 
nurses receive the greater part of their theoretical instruction in the class 
rooms and laboratories of the junior college. Credit received for work 
done in the junior college is accepted by the state university. The school 
of nursing is also affiliated with a state university hospital for a four 
months’ course in pediatrics. In addition to the students, the nursing staff 
includes a directress of nurses, a night superintendent, one assistant 
directress of nurses, two instructors, two department supervisors, four 
floor supervisors, and five assistants to the floor supervisors. 

The hospital maintains an out-patient department with a physiotherapist 
available for service in the forenoon, an x-ray department with a roent- 
genologist available at all times, a clinical and pathological department with 
a pathologist available at all times, a resident physician, two full-time 
anesthetists, and a full-time record librarian. 

The hospital is rated as Class A and is approved for intern training 
and for residencies in specialties. 

The board of trustees, the medical staff, and the administrator of the 
hospital are co-operating to provide high type service at a minimum cost 


to the patient. 
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THE PRACTICAL APPLICATION OF 
FLAT RATES’ 


By L. C. AusTIN 


Superintendent, Mount Sinai Hospital, Milwaukee, Wisconsin 


HIS PARTICULAR subject is probably one of the most important in the 

hospital field to-day. It is equally important to the hospital adminis- 

trator and to the public. It is such a large subject and so little has been 
done in solving the problem itself that the writer feels that if he only 
makes a nitch in the subject, he will have done well. How easy it would 
be to solve this practical subject if hospitals were standardized so that all 
hospitals would work on the same basis in figuring the per capita costs. In 
my attempt to help solve this problem, I am going to ask you to bear with 
me in setting up a hypothetical hospital. 

In this hypothetical hospital, I propose to devise a scheme whereby 
special charges may not be exactly absorbed, but surely can be reduced. 
This hypothetical hospital is of the general type, having a certain number 
of private rooms, a certain number of two-, three-, four-, five-, and six-bed 
wards, together with a certain number of nursery cribs. I have confined 
inyself to the small hospital because I feel that there are so many small 
hospitals in this country which are trying to solve this problem. 

The hospital I have in mind contains 150 beds and has an average occu- 
pancy of 80 per cent, which would mean that the average number of 
patients cared for each day would be 120. Multiplying this figure by thirty 
days in the month, we have thirty-six hundred hospital days, and with an 
average length of stay of ten days, we would have cared for on admission 
about 360 patients per month. For an even figuring basis, I have placed 
the per capita cost per patient per day at $6.00; therefore, the expenses 
for one month, with thirty-six hundred hospital days, would be $21,600, 
and for twelve months would be $259,200. You naturally would have 
43,200 hospital days for the year, and about 4,320 patients taken care of on 
application. 

As stated before, the hospital contains a definite number of private 
rooms and wards, divided as follows: 


P. R—20 per cent of 150 beds—30 rooms at an average charge of 
S600 a ‘day; whieh teattalssc 5.3. s8. ss eee bx $172.50 
These rooms which average $6.00 a day may be divided into: 
10 at $7.00 5 at $9.00 
10 at 6.00 or 5 at 8.00 
10 at 5.00 5 at 7.00; 5 at $6.50; 5 at $6.00; 5 at $5.50 or any 
other distribution, so that the average is exactly $6.00 a day. 


1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
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wo-bed wards—30 per cent of 150—45 (taking one off on account of the in- 
divisibility of 45 by 2) giving 44 beds at $4.00 equals...... 176.00 
Three-bed wards—10 per cent of 150—15 at $3.50 each equals................ 52.50 
The number of beds in the four-, five- and six-bed wards to equal 20% of 
150 or 30 beds, adding the one bed that we subtracted from the two-bed 
wards, would give tou 
1—4 bed ward } 


3—5 bed ward ; at $3.00 per day per bed...............ccccceees 93.00 

2—6 bed ward |} 
Nursery cribs—20 per cent of 150 equals 30 cribs at $1.50 per day............ 45.00 
$538.00 


If the hospital is kept 80 per cent filled, the rate of income from beds 
alone will be $430.40, or an average of $3.586 per patient per day. If you 
are getting $430.40 per day from your bed rates, within 365 days you 
will receive $157,096.00, which is about 60 per cent of your total expense 
in running the hospital. In other words, you will derive 60 per cent of 
your expenses from the income of your bed rates alone. Looking back 
over the previous analysis of the percentage of rooms and two-bed wards, 
etc., you will note that out of the 100 per cent of beds, only 20 per cent 
of them, from bed rates alone, are exactly meeting the total cost per day, 
and that on 80 per cent of them you are actually losing money. This 
shows an improper distribution of beds, which is nearly always the reason 
why the hospital which has increased its total number of patients has not 
increased its income faster than it has increased its expenses. 

It reminds one of the story of the restaurant keeper who devised a plan 
of serving duck to his customers. He served a quarter of a duck to each 
customer and found he was losing fifty cents on every duck served. In- 
stead of raising the price of duck, or cutting down the portion, he adver- 
tised the fact that he was serving duck, and his business increased, but 
naturally he was still losing fifty cents on every duck served, and this he 
could not understand. 

If your hospital is located in a community that is philanthropically 
minded, and that is willing to endow your institution to such an extent that 
special charges could be eliminated, you can see here the amount of 
endowment it would take. In this particular instance, it would take ap- 
proximately two million dollars to eliminate all special charges, but the 
majority of the hospitals are not so situated, and therefore they must 
make up the extra 40 per cent in special charges. 

The writer has studied fifteen thousand patients’ accounts in his own 
hospital in the past three years, and has found that out of every dollar 
spent by the patient 

$0.60 is spent for room 
.035 is spent for nurses’ board 
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.003 is spent for telephone 

.074 is spent for operating room 

.054 is spent for anesthesia 

.019 is spent for drugs 

.021 is spent for dressings and bandages 
.087 is spent for x-ray 

.069 is spent for laboratory 

.019 is spent for delivery room 

.015 is spent for physiotherapy 

.005 is spent for occupational therapy 


If we should ask the patient to pay his bill at $6.00 a day on this basis 
the bill would look like the following: 


$3.60 for room rent 
.216 for nurses 
018 for telephone 
.444 for operating room 
.324 for anesthesia 
.114 for drugs 
.126 for dressings and bandages 
522 for x-ray 
.414 for laboratory 
.114 for delivery room 
.090 for physiotherapy 
.03 for occupational therapy 


This totals $6.00 a day or a total bill of $60 for ten days, which is a 
rather reasonable bill. Subtract $3.60 for room rate, which leaves $2.40 
per day for extras, which is naturally equal to 40 per cent of the charges. 
This, you might think, would be a good scheme in charging your bills to 
patients, but the fallacy of the scheme itself is that not everyone uses the 
delivery room, not everyone uses the x-ray, not everyone uses the operat- 
ing room, etc., but if we should add $2.40 to the regular room rates, it 
would look like the following: 


Private rooms—$6.00 and $2.40 equals $8.40%10 equals $84.00. 

Two bed wards—$4.00 and $2.40 equals $6.40 > 10 equals $64.00. 

Three bed wards—$3.50 and $2.40 equals $5.90 10 equals $59.00. 

Four, five, and six bed wards—$3.00 and $2.40 equals $5.40 10 
equals $54.00. 

Cribs—$1.50 and $2.40 equals $3.90 < 10 equals $39.00. 

This is rather interesting in that it- shows that 50 per cent of the private 
atid two-bed wards are more than paying for their expenses. 
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THE PRACTICAL APPLICATION OF FLAT RATES 


I had a conversation one day with a gentleman who is interested in 
hospitals. He asked me, “If the patient would be willing to pay for the 
average cost, how would you divide the bill in order to show him exactly 
what he is paying for?” I presented him with the following: 





$0.70 administration $ 7.00 
1.20 food 12.00 
.37 dietary 3.70 
.65 medical 6.50 
.58 housekeeping 5.80 
.82 school for nurses 8.20 
.22 laundry 2.20 
95 heat, light, and power 5.50 
.04 library 40 
.26 x-ray 2.60 
.38 laboratory 3.80 
.05 occupational therapy .50 
.06 physiotherapy .60 
.05 carpenters .50 

$6.00 for one day $60.00 for ten days. 


This was also interesting, but for the same reason it would not be 
favorable to ask each and every patient to pay for his hospital keep on the 
same basis, because again he would be paying for something that he did 
not receive. For several years, the writer has had experience in listening 
to complaints from patients regarding special charges. Invariably, the 
patients would lay on his desk a week’s statement for hospital services, 
$24.50 and laboratory charges of probably $50 or $60 or more. In spite 
of all of the explanations which the writer could give, the patient insisted 
that he just could not pay the bill in its present form; therefore, it was up 
to the writer to discount the special charge item to such an extent that the 
patient really could and would be willing to pay, which was done in any 
number of cases. 

In checking over the preceding figures, you will notice that for the 
laboratory, for example, thirty-eight cents is the cost per patient per day. 
Thirty-eight multiplied by the total number of hospital days in the year 
would give you $16,416 with which to run your laboratory. Dividing this 
figure into room charge, you will find it is 11.5 per cent of the bed rate. 
Multiplying the amount taken from the patients per day for bed rates alone 
by 11.5 per cent will give you about $49.40—the expenses for your labora- 
tory per day, or the amount that you will expect to get back from laboratory 
service to cover expenses. Multiplying by thirty you will get $1,484.88, 
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the expense for the month. If we take 11.5 per cent in round numbers 
and call it 12 per cent and take 12 per cent of each bed rate in the hospital, 
you will find the following to be true: 


30 private rooms ~ X (6.00%12%) .72 equals $21.60 
44 beds from the 2 bed wards XX (4.00&12%) .48 equals 21.12 
15 beds from the 3 bed wards xX (3.50 K 12%) .42 equals 6.30 
31 beds from the three, four 

and five bed wards x (3.00 K 12%) .36 equals 11.16 


Ignoring laboratory charges for nursery beds we have a total of $60.18 
which at 80 per cent occupancy would be $48.14 or a total charge per 
patient per day of about forty cents. Forty cents times the total hospital 
days per month would give you $1,440—just a bit less than expenses in 
the laboratory department. 

We are now arriving closer and closer to a real solution for special 
charges for laboratory to the patient. The system, as it now stands, is 
just a bit short of the goal we intend for it, and it also carries with it no 
limit. In other words, if the patient were here for six weeks, he would be 
continually paying, day by day, for something that he might not be getting 
and the bill would become burdensome, and you would get your usual 
complaints. If the average length of stay for your patients is ten days, 
then arbitrate; increase your 12 per cent to 15 per cent and you will have 
the following figures: 


30 private rooms xX (6.00 * 15%) 90 equals $27.00 
44 beds in 2 bed wards xX (4.00 * 15%) .60 equals 26.40 
15 beds in the 3 bed wards x (3.50 & 15%) 52% equals 7.87 
31 beds in the 4, 5 and 6 bed wards & (3.00 15%) .45 equals 13.95 

$75.22 


and taking 80 per cent of this figure you would have $60.17. 


Income from the laboratory account and expense of approximately $60 
per day would give us an average cost to the patient of fifty cents a day 
for ten days, and would build up the revenue against laboratory expense 
account of thirty-six hundred times fifty cents or $1,800 a month, which is 
somewhat above the expense account. In the writer’s hospital, he devised 
just such a scheme, which was started January 1, 1928. Since that time 
the hospital has handled more than fourteen thousand patients’ accounts 
with less than half a dozen complaints regarding laboratory charges. The 
very few complaints which came to us were those of misunderstanding 
rather than those concerned with the high laboratory charges. The writer 
is now working on a plan to reduce the cost of x-ray charges to the patients, 
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as well as the absorption and reduction of all other special charges in the 


hospital. 


The laboratory scheme as practiced at Mount Sinai Hospital for the 


past three years is outlined below: 


* LABORATORY CHARGES 


Price of Bed Laboratory Charge Maximum Laboratory Charge 
$3.00 $ .60 $ 6.00 
3.50 70 7.00 
4.00 80 8.00 
4.50 .90 9.00 
5.00 1.00 10.00 
5.50 1.10 11.00 
6.00 1.30 13.00 
7.00 1.40 14.00 
9.00 1.80 18.00 


The success of such a scheme may be shown more clearly by the exam- 


ination of the following expense and charge account: 


Expense 

RR Sora. Nav ovat Nias revels oinrauak ores Grats So gate le $14,628.92 

| 2S ale eee a es ae ae Ae Rip rir teae FEE Me A 17,478.45 

DRS ee eel eel dha ele etelh Ga ae ERM eT eae or 21,162.33 

PRO OOS. Mahi < sron catee oeeedce Hdea ee rae ee 15,434.85 
———_+ ©¢—__—_ 


Charge 
$17,674.00 
18,728.35 
23,033.77 
17,934.05 


DEATH CALLS REV. BRUNO HOWE, SUPERINTENDENT, 
DEACONESS HOSPITAL, MILWAUKEE 


The Rev. Bruno Howe, who for many years has been superintendent of 
the Deaconess Hospital, Milwaukee, Wisconsin, and vice-president of the 
Milwaukee Steuben Society, died suddenly at the hospital office December 
10. He had been superintendent of the hospital for nine years and during 
his management of the institution it had grown from a fifty to a 180-bed 


hospital. 
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THE HOSPITAL’S CONTRIBUTION TO ITS 
LOCAL COMMUNITY’ 


By C. J. CuMMINGs 


Superintendent, Tacoma General Hospital, Tacoma, Washington 


of just why there is a hospital anywhere and what the hospital is 

meant to accomplish. Considered in its larger aspect the great and 
primary contribution of the hospital to its community, of course, is, or 
certainly is intended to be, the alleviation of suffering, the maintenance 
of health and the cure of disease of the persons residing in its territory. 
In short, the hospital aims to keep the population which it serves in good 
health, get those well who are ill, and do its part to keep everyone fit for 
the problems and the work of life. This is our real reason for existence, 
our great contribution to our community and to the world. 
_ My purpose to-day, however, is not to attempt to amplify on this larger 
phase of hospital service, but to point out some of the more concrete con- 
tributions which a hospital gives and should give to the community which 
it serves. This greater service of the hospital is so taken for granted—so 
a part of the personal and collective aims of all of us—that it needs no 
explanation or discussion. 

There are, however, certain definite contributions which every hospital 
makes to its local community. These contributions often are so taken for 
granted as a part of our daily routine that we and the public think no more 
of them than we do of the dawning of each day. And yet, if this service 
were suddenly withdrawn its absence would be poignantly felt and would 
affect not only the health, but the employment, the business success, the 
happiness and the general welfare of a very large percentage of the com- 
munity. 

As I see it, these concrete contributions of the hospital to its community 
may be classified, for the sake of clarity, under three main headings. 
First, there is the contribution of education, whereby the standards of 
medical and nursing practice are raised to benefit the health of not only 
the immediate community, but society in general. Second, there is the 
contribution of the hospital as a commercial enterprise to the business life 
of the community, paying out large sums of money for supplies and for 
salary and wages which find their way back into the channels of trade, 
and drawing large numbers of persons into the community who, in turn, 
contribute their share to the business life of the city. And third, there is 


(bey SUBJECT is a large one, involving, one might say, the entire matter 


1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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THE HOSPITAL’S CONTRIBUTION TO ITS COMMUNITY 


the contribution of the hospital as a community center for service along 
the lines of public health and general welfare. 

It is interesting to view each of these in turn and to see what the modern 
hospital is contributing to its community along each of these three lines. 

Taking up first the cdntribution of education which I have outlined, I 
think no greater contribution can be made by any hospital than its service 
in raising the general medical standards in the community and serving as 
an educational center not only for the physicians themselves, but for the 
nurses who serve in the institution. As a result the physicians prepare 
themselves to do greater service and the nurses go out of the institution to 
all parts of the world as teachers of health, making the world a happier and 
safer place in which to live. 

People give little thought to the matter of how the physician keeps up 
with the latest standards in medicine. They think of the hospital as a 
place where the physician labors, but it is also a place where the physician 
learns, and any hospital worthy of the name not only keeps up with the 
latest in hospital facilities, but realizes a keen responsibility for raising the 
standards of the physicians who practice within its walls. 

In a standard hospital it is customary to hold a clinic one morning each 
week. For these clinics unusual and baffling cases are selected ; physicians 
are invited to attend and to watch the technique of those in charge of the 
clinic. Problems regarding the case are discussed, and not only do the 
physicians receive the benefit of this special contact, but the patient receives 
the benefit of the study and thought of many physicians which he would 
be unable to buy. In addition, it is customary to hold regular medical staff 
meetings to’which all physicians practicing in the hospital are invited, and 
here the best medical technique is discussed. Often for these meetings 
some well known specialist of the local or neighboring community is asked 
to speak, especially those who have recently returned from special work 
in the medical centers and are glad to pass on their knowledge to their 
associates in the profession. 

In these days of rapid communication and travel the patient need not 
spend large sums of money to go to distant places for reliable medical 
advice. Every enterprising hospital is doing its part to bring the more 
recent discoveries in medical science and the latest methods of treatment 
of disease to its own city. The result is that unusually good medical 
service is now available at the country cross roads, so to speak. Of course 
I do not for a moment minimize what the physicians are themselves doing 
to improve their abilities. I merely point out that the, hospital is proud to 
aid in this great work of education and to act as a central clearing house 
through which information can be spread. 
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The hospital in a community has the power of contributing in a large or 
small measure to the nursing profession. The primary object of the hos- 
pital is the care of the patient and in the educational process of the nurse 
this fact should not be lost sight of. However, the nursing school should 
not be maintained as an economic factor in the operation of the hospital. 
The institution should be able to offer to young women excellent ground 
work in the principles and the technique or art of nursing. They should 
employ expert supervisors and qualified instructors to maintain a good 
quality of work on the part of the student nurse. At all times they should 
be scrupulously sensitive in seeing that the instruction that is given does 
not impair the value of the service to the patient and at the same time is 
co-operating with the leaders of the nursing profession to produce women 
of greater ability to perform a larger service to the community. 

The commercial contribution of the hospital to its community is one 
that is probably not appreciated even by the leading business men of your 
community. And yet the hospital is as vital to the community, from the 
‘purely commercial angle alone, as many a large industrial plant. Imagine 
the turmoil that would be raised in your chamber of commerce if it were 
announced that a large door factory or woolen mill were to shut up shop 
and move out of town. If such an announcement were made regarding 
the hospital there would be heavy protests, indeed, but little thought would 
be given to the commercial loss. 

And yet the large hospital in a community of 100,000 persons or more 
spends from one-half to two-thirds of a million dollars a year in mainte- 
nance and operation. This money comes in the form of fees of patients, 
gifts and endowments and goes out into almost every conceivable channel 
of trade. The hospital gives employment to a large number and these in 
turn spend their wages for the necessities and perhaps some of the luxuries 
of life. New buildings are erected and the architect, the building material 
dealer, the carpenter, the painter, and the hardware man find work and 
additional business. 

But this is only one side of the picture. A high class hospital has tre- 
mendous drawing power, and as such serves as a direct trade stimulator 
for practically every line of business. Patients come from surrounding 
communities to the hospital, their friends and families come with them, 
stopping at hotels, shopping at the stores, buying flowers and gasoline and 
who can say how many other things. Such outside patients pay their 
hospital and doctor bills and these sums ultimately find their way into the 
arteries and veins of the city’s financial life. Many families are impelled 
to move into the community because of the presence of high class medical 
and hospital facilities. The picture might be unfolded almost endlessly. 
The hospital’s contribution along these commercial lines is not at any time 


[ 84] 








sp 
ste 
to 
co! 
we 


of 
mz 
we 
fu 
for 
glc 
ho: 


we 
an 
the 
mu 
pul 
for 
spe 
grc 
the 
hos 
ser 
niz 


trik 
con 
add 
poi; 
con 
is r 
at t 
hos 
tact 
the 
able 
tot 
ass¢ 
to s 








SER 








THE HOSPITAL’S CONTRIBUTION TO ITS COMMUNITY 


spectacular, it appears perhaps small and passes unnoticed, but it is a con- 
stant stream that in the course of time makes a mighty river, and I venture 
to say that if we had a way of computing the actual direct and indirect 
contribution of a hospital to the commercial life of the community it serves 
we would ourselves be astounded by its volume. 

Coming to the third classification in our general scheme of contributions 
of a hospital to a community, it is only in recent years that hospitals have 
markedly become centers for the services of public health and general 
welfare, but I am convinced that this will be a field in which a larger and 
fuller contribution will be rendered. In years gone by the hospital was a 
forbidding place, where one came only because of necessity. The appalling 
gloom of its halls all too frequently bore the unintended thought, “All 
hope abandon, ye who enter here.” 

But all that is now changed. The hospital is a place for patients to get 
well in. We welcome visitors, we maintain a cheerful and happy outlook, 
and we do our best to spread the gospel of health and healthful living to— 
the entire community. The celebration of National Hospital Day has done 
much to make the hospital better known to the public and to make it a 
public health center. In recent years many hospitals have established health 
forums, holding public meetings at regular intervals where physicians 
speak on general health problems. Other hospitals make it a point to invite 
groups such as luncheon clubs and civic organizations of various kinds to 
the institution from time to time, in order to familiarize them with the 
hospital service. All this constitutes a very worthwhile service, and this 
service of public leadership in matters of health will rapidly become recog- 
nized as an important contribution of the hospital to its community. 

There is no better way to drive home to yourself and to others the con- 
tributions of the hospital to the community than to imagine what the 
community would be like if the hospital were suddenly removed. In 
addition to the lesses already outlined there would be another loss more 
poignant than all the rest, and that would be the breaking up of the family 
contacts where one or more of the members is ill. An appreciative service 
is rendered by the hospital to its community by enabling the parent to be 
at the bedside of the child, or the wife by the husband. With the nearest 
hospital many miles away the expense involved in maintaining such con- 
tacts would make it prohibitive. Many hospitals are now working toward 
the establishment of an orthopedic branch for children. Those who are 
able to give this service feel they are making a tremendous contribution 
to the happiness of their cities. The little ones need the contacts and close 
association of those who love them which are impossible if they must go 
to some large city perhaps many miles away. 
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Our hospitals, indeed, make a tremendous contribution to the health, the 
happiness and the commercial prosperity of our communities, and as we 
pause a moment to consider these contributions, so much of the time taken 
for granted, without thought or realization, we may well be proud of the 
community value of the work in which we are engaged. 


———_ +0 


MATERNAL MORTALITY 


The United States Department of Commerce announces that the mor- 
tality from puerperal causes (7.0 per thousand live births) in 1929 was 
five-tenths higher than the rate (6.5) for 1927, the last year for which 
the summary was published. The report says: 

“Confining the discussion to only three groups, namely, ‘all 
puerperal causes,’ ‘puerperal septicemia,’ and ‘other puerperal 
causes’ it will be noted that of the forty-six states that are avail- 
able for 1929, South Carolina had the highest mortality rate 
(11.4), with Alabama and Louisiana next in order (each 9.9), 
Florida (9.5) and Georgia (9.3).” 

All the states with excessively high rates have very large proportions 
of negro populations. The states with higher rates from puerperal sep- 
ticemia are Montana (4.2), Colorado (4.0), New Mexico (3.9) and 
Arizona (3.8), all with vast rural areas, sparsely settled, where hospital 
facilities and skilled medical care are difficult to procure. ‘Accidents of 
pregnancy” had a rate of only 0.7 for the entire registration area; “puer- 
peral hemorrhage and other accidents of labor” a rate of 1.6; and “puer- 
peral albuminaria and convulsions,” 1.8, while the rates in the states for 
the three causes, respectively, were highest for Vermont (1.3), Delaware 
(3.0) and South Carolina (4.7). 
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THE DUTY OF THE HOSPITAL TO THE 
INTERN AND THE INTERN TO 
THE HOSPITAL’ 


‘By B. A. Wiikes, M.D. 
Superintendent, Hollywood Hospital, Hollywood, California 


HE SUBJECT ASSIGNED ME is one of vital importance to the hospital, 
Ts well as to the young graduate who is to learn his first lessons in 

how to practice medicine through service to the hospital and its 
patients and the practical experience gained there. That there is a duty 
that each owes to the other it is well to bear in mind at the very outset 
of the relationship, for the proper co-ordination of these two forces 
must be made when the intern enters the hospital for service, or the 
hospital, the patients, and staff of physicians wiil have lost a valuable 
asset, and the intern an opportunity which he may never regain. 

The rules and regulations of the hospital must be understood and ac- 
cepted by both parties concerned—the hospital and the intern—and then 
adhered to during the entire term of service. And this faithfulness to 
the rules and regulations should apply to the hospital and its attitude 
toward the intern, as well as to the intern in his relationship to the hos- 
pital. 

The American Medical Association has specified the necessary qualifi- 
cations or standards of a hospital to be approved for intern service in a 
pamphlet issued January 1, 1930, in which detailed essentials as to the 
hospital capacity, the staff requirements, and equipment in its various 
departments are laid down, together with the opportunities to be afforded 
and the duties to be carried out by the interns. 

To summarize and condense these provisions into a single sentence: 
The hospital should be well-equipped for the examination, care, and 
treatment of the sick, and provide ample opportunity for reading and 
practical application on the part of the intern. 

The general hospital offers the greater variety of cases, hence is better 





adapted for the large majority of interns. Some hospitals offer only 
special departments for intern service, while others provide the rotating 
service. The intern should be careful to select the hospital that will give 
him the character of service and training he desires for the broadening 
of his medical education, and it goes without saying that the hospital 
should be careful in selecting its interns. 

Hospitals that are well equipped and which offer the intern the kind 
of service he should have render an invaluable service to the young physi- 





1Read before the American Protestant Hospital Association, New Orleans, October 17, 1930. 
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cian as well as a humane service to sick and suffering humanity. The 
hospital offers him the vital touch with the art and practice of his pro- 
fession and should teach him the manner of going into a sick room and 
dismissing himself with the grace, dignity, and courtesy of a gentleman 
and with the assurance that he can aid in the comfort and recovery of 
the patient. The hospital should teach him to inspire confidence in his 
patient, for confidence inspired is hope renewed. 

The duty of the hospital to the intern is three-fold: physical, spiritual, 
and mental. Under these three heads can be grouped the entire relation- 
ship of the hospital to the intern. 

Under the first comes the physical equipment of the hospital for the 
examination, care, and treatment of the sick, a proper laboratory for 
ordinary routine tests and technical examinations, a special room for 
autopsies, properly equipped departments of radiology, medicine, surgery, 
and x-ray, and full facilities and opportunity for the instruction of the 
intern in the practice of his chosen profession. 

Then, in addition to the physical equipment of the hospital, there is 
the physical man—the intern—to be suitably provided for in the matter 
of comfortable living quarters and in both outdoor and indoor recrea- 
tion appropriate to the locality and environment of the hospital. Both 
his living quarters and his recreation are of vital importance to the intern 
if he is to render to the hospital the kind of service expected of him, 
and if he is to gain full benefit in the rounding out of his medical train- 
ing for the general practice of medicine. 

If the intern is to give of his best to the hospital and likewise receive 
the best in return, he must be physically fit, up and going, “on his toes,” 
so to speak; and the proper living environment and systematic recreation 
will greatly aid to this end. 

This does not mean, of course, that the hospital must furnish its interns 
luxurious living quarters and the recreation facilities and environment of 
a country club, but their quarters and the opportunities for diversion and 
recreation should be such as to contribute to their well being and happi- 
ness, for the making of a man is not based on dissatisfaction. If the 
hospital is considerate of his comfort and health, the intern in return will 
be considerate of the duty he owes to the hospital, its staff, and its pa- 
tients, and this duty for him will become a pleasure and hence a far 
better service than he would otherwise render. 

Of course there are interns and interns, just as there are different 
individuals with different capacities and dispositions, but if the hospital 
will do its best for its interns it will find that all of them, regardless of 
capacities and dispositions, will be the better for it. The hospital should 
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be a friend first, with the kindly consideration and touch of a friend, be- 
fore it is a master to be served or a schoolmaster to instruct. 


The hospital’s relationship to the intern is a spiritual one in that by 
precept, example, and environment it has the opportunity to impart to 
him the ideals of manhood, the finer sensibilities of life, a reverence for 
the sacred things of the home and human life, and a delicacy of feeling for 
the sick and the infirm and unfortunate. 

It means giving to the intern such a vision of the soul of the medical 
profession that he will not only go out to keep within its ethics but will 
be inspired to render a service to suffering humanity that will have in it 
the touch of the divine. During his term of service in the hospital, when 
he continually comes in contact with the sick and suffering and receives 
the sympathetic guidance and instruction of the superintendent and staff 
members, is the time for him to develop a spiritual consciousness for the 
enriching of his professional life. 

Every hospital should be a hospital with a soul, or it will fail in its 
duty both to the sick and suffering, who come seeking the humanitarian 
service it should render, and to the intern it seeks to train and instruct 
and from whom it expects faithful service. The young physician will 
develop a love for suffering humanity, or the love he already knows will be 
deepened and he will seek to render a service in keeping with that love, both 
in the hospital and in his later practice, if the atmosphere of the hospital 
is warm with sympathy toward its patients. Water will not rise above 
its level, and the hospital cannot expect the intern to rise above the en- 
vironment afforded him by the hospital. If it is a humanitarian institu- 
tion, with a spiritual vision as to the service it tenders, it may expect to 
impart to its interns something of its own life and soul. If the hospital 
is devoid of soul and fails in expressing the utmost tenderness and spirit- 
ual sympathy to its patients, it can expect its interns to gather and take 
away with them something of the same spirit. 

A very large part of the duty the hospital owes to the intern is one 
along mental lines, including instruction, opportunity for reading and study, 
experimentation, and laboratory tests. His medical school will have equipped 
him with the knowledge and theory of medicine; it is the duty of the 
hospital to teach him how to practice. In that he is to gain practical 
experience in the hospital, with a corresponding mental development, he 
is pursuing a post-graduate course of inestimable value to him. To this 
end, and in recognition of his work in history taking, examinations, and 
laboratory, he should be given full opportunity’ by the attending physician 
or surgeon to have contacts with the patient right through to the close, 
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when he is discharged as cured or improved or placed upon the autopsy 
table, if permission for the performing of an autopsy is granted. 

And let me say here that the intern is the key man when a postmortem 
is desired. He comes more closely in contact with the patient and rela- 
tives and he can discuss the importance of such an examination, which 
should vitally concern the welfare of the rest of the family. His oppor- 
tunity in performing or seeing an autopsy will reveal much additional 
knowledge. 

The intern is in a position, through tact, sympathy, and intelligent 
handling, to gain and hold the confidence of the relatives of patients, which 
will make it easier to obtain permission for an autopsy, as well as smooth 
the way for the important work of the physician or surgeon. 

The superintendent and each member of the hospital staff, or attending 
physician, in his daily contacts with the intern is to the young man the 
kind of university spoken of by Mark Hopkins when he defined a uni- 
versity as being a young student on one end of a log and a professor 
on the other. In this regard the hospital has abundant opportunity and 
it is its bounden duty to afford the young intern sympathetic and intelli- 
gent aid that will broaden his knowledge and teach him how to apply it 
in actual practice. 

In order that the training he receives in the hospital may be a well- 
rounded one and fit him for the proper handling of himself and of his 
tools in contact with his own later patients, full opportunity should be 
afforded him for complete physical examinations and for diagnosis, and 
practical instruction in all the major branches he will need in his active 
professional work. This practical instruction or work will include in- 
ternal medicine, general surgery, emergency work, obstetrics, and anes- 
thesia. In addition to these fundamentals, the hospital equipped for do- 
ing so may render the intern, and through him humanity, a great service 
by giving him practical knowledge of other branches in special fields. 

While the hospital is teaching the intern how to practice medicine, 
it should not hesitate to use the surgeon’s knife, so to speak, on his errors 
and misconceptions, for by correcting his mistakes and pointing him to 
the detail or conclusion, it will start him on his way toward a careful 
and true handling of his own case. It is just as important that patient 
effort should be given to the work of criticism of his efforts, even to the 
sympathetic uncovering of his mistakes or errors of judgment to the 
smallest degree, as to the imparting of knowledge along other lines. In 
fact, it is a question if the restraining hand that pulls the young physi- 
cian back from mistakes and guides his observation to the difficulties, 
dangers, and failures in medical practice is not probably of greater value 
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THE INTERN AND THE HOSPITAL 


to him in his early practice than the direct imparting to him of fresh 
practical knowledge, as valuable as that is recognized to be. This is true 
because the intern comes to the hospital fresh from the medical school 
with all the enthusiasm of the graduate entering on his new life. He 
is like a horse that feels his oats on a cold morning and needs a wise 
and steady hand on the guiding reins. Without dampening the ardor 
of the intern or robbing him of one whit of his enthusiasm, the hospital 
can teach him to think sanely and act according to a sober responsibility 
toward those who come under his care. 

The hospital whose attitude toward the training of its interns is a 
careless one, if there are such hospitals, is not concerned about its own 
future or the duty it owes to suffering humanity that will come under 
the care and treatment of these young physicians. Some of the interns 
learning to practice medicine in the hospital may become valued members 
of its future staff, and the hospital is therefore working for its own 
future, as well as for the future of the interns. Some of them will re- 
turn to practice within its walls as attending physicians of patients, and 
poor treatment of these interns while under the tutelage of the hospital 
may act as a boomerang later on. 

One of the first duties the intern owes to the hospital is to be obe- 
dient to its rules and regulations, thereby making his relationship to the 
institution a pleasant and satisfactory one. He should recognize that 
these rules are wisely thought out and adopted for his own good, as well 
as in the interest of an efficient service to the hospital, its staff, and its 
patients. By careless and willful infraction of the rules, the intern raises 
a barrier in the way of his own faithful service to the hospital, and corre- 
spondingly robs himself of benefits in the way of practical knowledge 
that can only be obtained through close application of duty. 

In fact, the intern should go a step beyond a mere obedience of the 
rules and manifest a willing spirit and courteous deference toward the 
hospital and its staff. It is this kind of disposition—a commendable, 
manly spirit of humility—that will give the finest co-operative service, 
sincerely striving to meet every obligation and honestly endeavoring to 
discharge the responsibility resting upon him and his position in the 
hospital. For such, no rules and regulations are needed. 

Loyalty to his hospital where the intern is spending his term of service 
is a necessary qualification if the relationship is to be maintained with 
profit to both parties concerned. And loyalty is just a step beyond an 
adherence to the letter of the law that may be laid down in rules and 
regulations. It may be expressed as the keeping of the spirit of the in- 
stitution, the recognizing of superior learning and authority, an entire 
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willingness to be led and instructed, the feeling, expressed in action, of 
kinship to the organization of which he is a part. 

If the intern is loyal he will pursue the duties that fall to his lot, 
whether they be pleasant ones or onerous, with a conscientious applica- 
tion to his task and in a genuinely co-operative spirit toward the hos- 
pital. Hence, he will take a greater interest in the patients under his 
care and strive to fit into the general scheme of things in the hospital. 

We cannot expect perfection on the part of the intern, any more than 
the parent can expect perfection on the part of the growing boy. We 
must remember that the intern is young and, if at all normal, full of 
the so-called flaming spirit of youth. This may lead him to a thoughtless 
infraction of a rule or to quick and erroneous judgments. If he is tact- 
fully and sympathetically handled the flaming spirit can be trimmed and 
made to give light for the progress of the young man and heat to temper 
him for the serious tasks that come to his hands. Fire is a good thing, 
but it can be put to the wrong uses, burning its way into the vitals of a 
man and consuming his manhood, instead of feeding warmth to his am- 
bition and loyalty and light to his judgment and discretion. 

I do not at all believe that “youth must be served,” to use a term of 
our ultra-modern times, but certain allowances can be made for the fact 
of youth, and for the further fact that youth must be patiently and sym- 
pathetically guided. Nevertheless, it is right that we should expect from 
an intern strict adherence to the rules of the hospital, deference to those 
of superior training and experience, a respectful attitude toward the nurs- 
ing personnel, a humane regard for the patients under his care, and a 
general disposition toward co-operative, faithful service. 

The relationship between the hospital and the intern should be recognized 
by both parties to the transaction as an important one—important to the 
institution and important to the young physician: a trust that each should 
endeavor faithfully to perform. In so doing, each will work for the 
good of the other, and reap a beneficial result. It is a mutual service that 


is performed, and the duty toward it rests equally upon the hospital 
and the intern. 
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GROUP NURSING AS A MEANS TOWARD 
THE REDUCTION OF THE COST 
OF ILLNESS' 


“By L. C. Vonper Heir 
Superintendent, West Suburban Hospital, Oak Park, Illinois 


O EXPECT THAT the League of Nations or World Court would iron 
gy all conflict of human emotions and interest between nations would 

indeed be approaching the millennium and now why expect group 
nursing to be a sort of panacea or perfect solution for all manner of nurs- 
ing problems? 

When your division chairman, Dr. Babcock, approached me to present 
this subject, I certainly had some misgivings, especially after all the discus- 
sion and printed comment that had come to my attention, but the time for 
appearance being some six months hence, I offhand agreed, hoping all the 
while something or other might intervene. Fate having decreed otherwise, 
I shall endeavor here merely to give you the briefest result of our experi- 
ment at West Suburban Hospital, Oak Park, Illinois, which on January 1 
next will have covered a four year continuous period of group nursing 
operation. 

In the fall ot 1926 we found it expedient to provide some measure of 
relief for convalescent, middle class, private room patients desiring private 
duty nursing, who were unable or unwilling to assume the burden of $17 
per day covering the expense of two private duty nurses. 

We were about to open a new building, comprising five patient floors of 
eighteen private rooms on each floor, each bed with its own service room 
and individual sick room utensils, there being also a general utility room 
and chart room with supervisor station for each unit. We took one of these 
eighteen room units and hired nine graduate nurses and one supervisor, 
the number having since been increased to twelve nurses and one supervisor, 
owing to our desire of maintaining a six day per week working schedule. 
These nurses receive $125 per month with board and laundry but room 
out at their own expense. The working schedule called for eight hours 
of service per day, eight nurses doing day duty, two on night duty and 
two on relief. For this service we make a charge of $6.00 per day in 
addition to the room rates which range from $8.50 to $10 per day. 

For purposes of brevity, I shall refrain from going into minute nursing 
detail of operation, but call attention to a paper presented by our group 
nursing supervisor, Miss Etta Hall, at a meeting of the Illinois State Asso- 





1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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ciation of Nurses at Joliet, Illinois, October 20, 1928, and printed in the 
American Journal of Nursing, January, 1929. 

I shall, however, endeavor to give you a summary or a survey of the net 
results from an administrator’s point of view. 

First, I desire to emphasize that group nursing must be definitely confined 
to some particular section of the institution and cannot be practiced promis- 
cuously throughout various patient floors. Also, I desire to emphasize that 
we embarked upon this venture not with the primary idea of making a 
profit, but to attempt to create a distinctive service and some measure of 
relief to middle class patients. 

For the four year period we have averaged in excess of four thousand 
patient days of group nursing service per year. To date we are still await- 
ing the first serious complaint. Patients leave the hospital greatly pleased 
and with wholesome goodwill. 

We have steadfastly maintained the personnel above mentioned through- 
out the four year period without regard to the number of patients, occa- 

‘sionally making use of the nurses when the department was light in other 
sections of the building and while we have lost some money a very few 
months, the average for the four year period shows a small surplus and 
this with approximately 55 per cent average annual occupancy. 

Our observation of the physicians’ reactions are that some men patronize 
the service exclusively, others occasionally and the greater number not at all. 

Physicians realizing the department’s limitations with a spirit of co- 
operation patronize the service most and derive the greatest benefit for 
their patients. 

Primarily, the success of the service is dependent upon a thorough under- 
standing on the part of the physician as to just what service the department 
affords. For instance, the understanding physician when the department is 
nearing capacity occupancy engages a special duty nurse for the first twelve 
or twenty-four hours (in which event if twenty-four hour special duty, we 
waive the group charge, but make no concession on account of the twelve 
hour special duty). Such men, in addition, always take this precaution with 
emergency operative cases coming into the department at night. 

Again, the physician in the habit of discussing the progress of his case 
with a nurse mstead of consulting the chart objects to finding a different 
nurse at hand on his various visits to the bedside. Of course, for such 
physicians and for patients of ample means, there can be no substitute for 
the special duty nurse. 

I mean to be perfectly frank, so I quote such experiences, as we have no 
illusions in the matter as to perfection and I do not intend to permit any 
personal enthusiasm to warp the common sense viewpoint, but I do know 
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we have saved middle class private room patients from $3.50 to $11 
per day. 

From the standpoint of the nurse, we find the service quite attractive. 
First, on account of steady employment; second, opportunity daily for 
recreation and one day off per week without loss of salary; third, undis- 
turbed hours of rest; fourth, no loss of time between cases. 

In conclusion I want to add, we had hoped to see enough patronage of 
this service develop to extend it to several floors, but owing to local com- 
petitive conditions and of course the present economic situation, this hoped- 
for result has not materialized. 

Furthermore, I believe there is an evolution of thought here that if 
adopted more widely would serve to remove from the minds of the public 
the ever present tendency to stigmatize hospitals as profiteering. I mean 
by this that our experience at West Suburban Hospital has actually re- 
sulted in developing an exceptionally high order of graduate floor service. 
Now suppose we adopted quite generally among hospitals the policy of 
maintaining our charge for private rooms to conform with what the average 
first class American plan hotel would charge for room and board, and then 
added a separate minimum charge for graduate floor nursing care of, say, 
$5.00 or even $3.00 per day, would we not clarify the situation in the minds 
of a great host of fair minded, intelligent people? Under this plan we 
could concentrate our student nursing corps for the care of ward and 
two-bed room patients. Such charge would not, however, apply to patients 
with special nurses, who would accordingly and rightfully not be penalized 
with the pro rata share of the general care expense. 


——-—#@e— 


The new Maplewood Hospital at Malden, Massachusetts, makes a gift 
of a $1,000 life insurance policy to each child born in the institution. 
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THE HEART OF THE HOSPITAL 


By James Tuomas Nix, M.D. 
Hotel-Dieu, New Orleans, Louisiana 
66 MAN’S FIRST CARE should be to avoid the reproaches of his own 
A heart.” If it be possible this should be true to an even greater 
degree of the hospital. The heart of the hospital should be 
beyond reproach. 
The heart of man is that which in great measure maintains his circula- 
tion, keeps him warm, active, alive. 


The heart of the hospital—what can it be? 
It’s just the same, to a greater degree. 


Not the brick, the stone, the marble walls, 
The beautiful tiles, long flowing halls. 


These, of course, make for beauty, I know, 
Is that the hospital? Surely, no. 


A spotless kitchen and selected meals, 
Soft, down bed—yes, that appeals. 





Costly equipment—that’s fine, if you can, 
But it takes more than manners to make a man. 


Then, what is the heart of the hospital? Well, 
It’s an organized group in the personnel. 


What you need is a working team, 
Patience and thought and plenty of steam, 


Dutiful nurses, wearing a smile, 


On duty or off—all the while. 





Crowding each minute, the whole day through, 
With love and tenderness—efficiency too. 


M. D. to the name just means “may do.” 
Don’t take him on till his work comes through. 


A place on your staff should only be won 
By M. D.’s that signify “mighty (well) done.” 


When we speak of the personnel of the hospital we think first of the 
doctors and nurses. It also includes everyone who has a contact with the 
patient, from the admitting clerk to the superintendent. The impression 
given at the front door lasts throughout the hospital stay and often a long 





1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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time after. Curt, sharp answers or questions should call for demerits or 
reprimands and should not be countenanced. 

It is so much easier to smile than to frown and this is sunshine to the 
sick, Patients yearn for sympathy, kind words, tenderness. Let these 
permeate the entire atmosphere of your hospital. 

As for the medical staff, insist on regular meetings and attendance at 
them, pathological conferences, morbidity and mortality investigations. 
Have attendance cards for the staff and other meetings. Maintain a pre- 
mium on membership. 

I have just returned from a medical convention in Philadelphia, where 
there are thirty-nine hospitals. 

Wherever there was an active, energetic staff there were no seats un- 
filled in the amphitheater, and a policeman was standing at the door who 
insisted on an admittance card to prevent overcrowding the operating room. 

When the staff was not so active, half of the seats were unfilled. See 
that your staff is active. 

Remember the three words that spell success: organize, deputize, super- 
vise. Apply these to your hospital. 

Regardless of the size of your hospital or the community which it serves, 
organize your hospital staff, medical, surgical, and the specialties. If you 
cannot support full-time specialists in the various departments, have dif- 
ferent ones take special training, and in this way build up the weak places, 
thereby increasing your efficiency. 

Deputize ; assign to each respective member his task and hold him ac- 
countable. 

Finally, supervise and insist on execution through the president of the 
staff, the board of directors, the superintendent, or the governing body. 
Report delinquents and impose a penalty. 

Insist on regular scientific and executive meetings, combining these as 
the conditions require. Patients, after all, are hospital patients, and the 
doctors in attendance are responsible directly to the hospital authorities. 

After your hospital has been organized and your by-laws drafted, give 
a copy to each one of your staff. 

Three other words now should follow: adopt, adapt, impose. 

Take from other institutions what is best, adapt it to your hospital, and 
then see that these adoptions are enforced. 

One last word—team work. At our hospital, H6otel-Dieu, New Orleans, 
we have a good team because we stand by each other and work together. 

Recall the story from A¢sop’s Fables of the father, the boys, and the 
bundle of sticks. 

A father was lying on his death bed and his four sons were gathered at 
his side. Realizing that he was going to die, he drew a bundle of small 
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sticks, twined well together, from beneath his pillow. He gave it to the 
firstborn and asked him to break them. As he failed, he asked each of the 
others in turn, and none could break the sticks. Then, with his feeble 
fingers, he untwined the bundle and broke one after another. Then, with 
his faint, weak voice, he begged his boys to stand together, to stick to 
each other. If they did, no harm could come to them, but if they did not, 
when divided, the house would fall and they likewise. 

Napoleon with his mighty army was invincible, but with one marshall 
late he lost Waterloo. 

Stick to each other, stand by your hospital. Each one makes a mistake 
at some time. Stand by in silence or raise a voice only when words would 
be of assistance. 

Honorable J. C. Calhoun, replying to Oliver Dyer in the early part of 
the eighteenth century, said, “I never use the word ‘nation’ in speaking 
of the United States. I always use the word ‘union’ or ‘confederacy.’ We 
are not a nation, but a union, a confederacy of equal sovereign states.” 

And so I say, let us not think of the staff of our hospital as individuals— 
‘a great surgeon, a renowned internist, a most dextrous and skilled spe- 
cialist—but let us see a united body of unselfish medical men, working 
hand in hand, shoulder to shoulder, for the common good of our institution. 
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C. C. HURIN GOES TO THE METHODIST HOSPITAL, 
LOS _ ANGELES 


Mr. C. C. Hurin, assistant superintendent of St. Luke’s Hospital, Chi- 
cago, has accepted the superintendency of the Methodist Hospital, Los An- 
geles. Mr. Hurin is an old-timer in the hospital administrative field. For 
many years he was assistant to Mr. E. S. Gilmore, superintendent, Wesley 
Hospital, Chicago. Upon leaving Wesley he accepted the superintendency 
of the Methodist Hospital in Des Moines; after several years service with 
that institution he retired to enter private business and then was called to 
the assistant superintendency of St. Luke’s Hospital, during the superin- 
tendency of Mr. Curtis. He has been at St. Luke’s Hospital as assistant 
to the superintendent, Mr. Charles Wordell, for the past two years. 
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WHAT IS YOUR HOSPITAL DOING TO IM- 
PROVE EFFICIENCY BY THE ROUTINE 
TRAINING OF PERSONNEL? 


»By E. MurteEL ANSCOMBE 
Superintendent, Jewish Hospital, St. Louis, Missouri 


N THE PRESENTATION of this subject emphasis should be placed upon 
the importance of a hospital administrator’s choosing his co-workers 
wisely, for there are no minor positions in a hospital and inefficiency 

in any department if disregarded may result in a leak which eventually 
will undermine the foundation of the entire structure. The ability to 
choose department heads requires a knowledge of human nature and the 
essential qualities of leadership. 

They should first be subjected to the exacting standards of manhood 
and womanhood. They should be the type of men and women whose 
private and professional life commands respect and confidence, whose 
personality, enthusiasm, and daily life inspire high standards of efficiency 
and conduct in others. How can these department heads be expected to 
choose and train those directly under them to be efficient, co-operative, and 
loyal if they do not set the proper example? 

I feel that loyalty is a necessary attribute in those responsible for the 
training of others. There is absolutely no substitute for it. One may have 
education, charm, executive ability, and enthusiasm but, lacking loyalty, he 
becomes a destructive and disintegrating force in any organization. 

An administrator cannot countenance disloyalty in any department and 
expect to develop an efficient and conscientious corps of workers. 

In the selection of department heads written reference should be obtained 
from the institutions with which they have previously been associated, as 
there are individuals so lacking in adaptability and flexibility of character 
that they are utterly incapable of subordinating their selfish desires to com- 
munity interests. They are the professional rovers and go from one 
institution to another in their restlessness, seeking ideal working and living 
conditions which are usually measured by the yardstick of their own narrow 
dislikes and prejudices. They disturb the morale of any institution unfor- 
tunate enough to employ them. One should avoid these professional 
nomads for, if they cannot hold positions for any length of time, one is 
safe in presuming they are incompetent, incapable of adapting themselves 
to new methods which mean growth and development, or, last but not least 
in this train of evils, lacking in tenacity of purpose. 


1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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After the superintendent has appointed his department head, he should 

acquaint him, or her, with the principles which govern the administration 
of the organization and to which he is expected to subscribe. He should 
present him with a manual which contains a full outline of rules and regu- 
lations concerning his department and make him feel that he has authority 
commensurate with the responsibility and importance of his position. He 
should assure him that any suggestions he may offer for the betterment of 
the service will be kindly received and interpreted as an evidence of his 
interest in the organization. The fact that one is essential to the welfare 
of an organization stimulates self-respect and a sense of responsibility. The 
superintendent should make him realize the importance and necessity of 
co-operating with all other departments and of taking a personal interest in 
all employees in his department, being solicitous of their health and inter- 
ested in their advancement and in everything which tends to stabilize them 
in the organization and promote esprit de corps. Personal conferences 
with his subordinates should encourage and develop originality of thought 
and initiative. 
- In discussing the training of hospital personnel, may I begin with the 
nursing department? The nursing personnel constitutes by far the largest 
department in the hospital and in its function is closely tied up with all the 
other departments. In fact, many of the problems that -arise in other de- 
partments of the hospital are superimposed upon the nursing department 
and revert to it before a satisfactory solution can be made, not because 
nurses are more prone to make mistakes but because of their numerical 
supremacy. 

The principal of the school should have weekly conferences with the head 
nurses and supervisors. These should be conducted in a business-like and 
strictly professional manner. While the principal should come prepared to 
discuss important matters pertaining to the nursing service, the head nurses 
should also be assigned subjects dealing with the successful management of 
their divisions and be required to present them in the form of a well organ- 
ized talk. This tends to develop in the head nurse an interest in and a feel- 
ing of responsibility to those under her direct supervision. The head nurse 
should inform her nursing personnel of decisions or reports made in these 
weekly conferences that pertain to them and their work. She should also 
hold daily conferences with the students concerning the patients under 
their care, which should include symptoms, treatments, medications, method 
of approach, and nursing technique, and should endeavor at all times. and 
in every way possible to strengthen the links that are forged in the class- 
rooms between the theory and the practice of nursing. 

Elective work for the senior nurse with a view of preparing her for that 
branch of nursing in which she is especially interested is invaluable. This 
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is one of the best means of developing and training the young nurse and of 
encouraging her to specialize in certain branches of nursing. We know 
from experience that it is comparatively easy to secure a capable private 
duty nurse but exceedingly difficult to find a competent head nurse or an 
obstetrical or operating room supervisor who has had special training for 
her work. ' 

The proper training of the house or resident intern staff is no mean task. 
In the hospital with which I am associated, the first-year interns upon en- 
trance are met by the resident who presents them with a booklet of rules 
and regulations and the reasons for same. He discusses their services, im- 
portance of records and histories, attitude and duty toward staff members 
and conduct toward their seniors. The superintendent also gives them a 
talk pertaining to their personal conduct while living in the institution, some 
of the problems which they may encounter, importance of proper attitude 
and co-operation between all departments, and rules pertaining to profes- 
sional conduct toward patients, students, and other hospital personnel. .A 
member of the intern committee also meets with them in an advisory capac- 
ity. We feel that these contacts are of vital importance in starting the in- 
tern right. 

A joint conference of the intern committee, superintendent, and resident 
and intern staff is held monthly at which time all problems that have arisen 
during the month are freely discussed. There may be conflicts with the 
nursing department, staff members, medico-administrative problems, ete. 
These meetings are very beneficial to all concerned because there is nothing 
more conducive to a healthy, happy atmosphere than a free discussion of 
one’s problems with those who are in position to offer advice and help solve 
them. 

We also have a weekly pathological conference in which the pathologist 
reviews all the operative cases for the previous week in regard to tissue 
diagnosis, and in addition to this one intern is required to present a series 
of cases pertaining to a particular disease, and review all the literature per- 
taining to that particular subject. 

Weekly conferences are held by the medical director, his associate and 
intern, for a general review of the records of medical cases discharged the 
previous week. The director and associates of all other departments with 
interns on service and those who are to be assigned to that service hold 
similar meetings monthly. 

Other department heads, such as x-ray, laboratory, housekeeping, and 
dietary, have meetings weekly with the important members of their depart- 
ments and thus are better prepared to present their specific problems to the 
superintendent when meeting with him. Many superintendents recom- 
mend monthly conferences with staff members and department heads. Per- 
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sonally, I prefer and obtain the best results from more frequent and smaller 
conferences. I do not like large unwieldy meetings where often much is 
said and little accomplished. Frequently statements are made before all of 
the departmental heads that are of no interest or importance to more than 
one or two present. Ill feeling is often engendered unnecessarily and mat- 
ters made worse. The hospital administrator, in my opinion, should desig- 
nate an afternoon a week for a conference with each department head after 
he has had his conference with his groups, so that problems arising in the 
various departments can be solved. If two or more department heads are 
involved, they can be called in and it can be more satisfactorily discussed 
and settled in less time with less difficulty and less dissemination of news. 
I think a small conference encourages a more open and frank discussion, 
brings quicker results and curtails institution gossip—the bugbear of every 
hospital administrator. 

Conferences with the staff members are quite indispensable. Although 
we have regulations governing the medical staff, nevertheless their whole- 
hearted co-operation is of most vital concern to the success of the organ- 
ization. In our hospital a medical advisory committee, made up of a repre- 
sentative from each department of the staff, the superintendent of the hos- 
pital, and the superintendent of nurses, meets every two months, at which 
time medico-administrative problems are “ironed out” and decisions reported 
to the other staff members. 

I believe employees should be compensated for good work and I would 
recommend cash allowances and would, if I could, put in a cafeteria to- 
morrow, allow a certain sum monthly for meals, and require each employee 
to pay for his meals as he orders them. However, I believe it is very 
desirable to furnish employees with rooms near the hospital as it tends to 
stabilize the group and reduces the turnover. Increasing salaries each 
year up to a certain limit, as established in the commercial world for the 
same type of work, elevates the standard of living and attracts a more 
desirable group. Regular vacations and care and consideration when ill 
improve their health, which is essential to happiness. 

A hospital administrator is wise indeed who furnishes department heads 
with leading journals pertaining to the particular department. For instance, 
the National Laundry Journal provided for the laundry is helpful. There 
are a number of housekeeping magazines on the market for the housekeep- 
ing department. Power Plant Engineering has proved to be of special in- 
terest to our engineer. Medical libraries should be well supplied with all 
the current medical magazines, and the social service and nursing depart- 
ments should have those journals which deal especially with their problenis. 
They must keep informed as to what is going on in their particular field in 
order to be efficient. , 
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THE ROUTINE TRAINING OF PERSONNEL 


All of the factors enumerated, such as choice of department heads, the 
holding of conferences, good living conditions, and fair remuneration for 
services rendered, make for stability of personnel, and the organization with 
stable personnel has a great advantage, since training of the personnel 
may be developed to a high degree of efficiency. And is it not the con- 
sensus of opinion of this group that one of the first functions of the hospi- 
tal is the proper training of the personnel in order to provide efficient care 
for that individual of primary importance—the patient ? 
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CORNERSTONE LAID AT THE LOS ANGELES 
COUNTY GENERAL HOSPITAL 


On Sunday, December 7, the cornerstone of the new Los Angeles 
County General Hospital was laid. This new hospital is one of the most 
complete in the world and was erected at a cost approximating ten million 
dollars. It will have a capacity of 1,767 beds and 144 bassinets when 
completed, and this capacity can be increased to 2,444 beds by the use of 
enclosed porches and facilities provided on the roof. When completed, 
the building will contain thirty acres of floor space in addition to five 
acres of space on its flat roofs. The hospital will be a general hospital, 
providing facilities for the care of all classes of patients, including those 
suffering from contagious, tuberculous, or mental diseases. It will be 
complete in every detail, with all of the departments that go to make up 
a modern hospital. The cost of construction of the hospital amounted to 
57.7 cents per cubic foot. The superintendent of the Los Angeles County 
General Hospital, Dr. Neal N. Wood, has devoted the greater part of his 
time during the past four years to the study of detailed plans and specifi- 
cations for this magnificent plant. 

It was designed by the Allied Architects’ Association of Los Angeles. 
Before proceeding with the plans a survey of hospital requirements for 
Los Angeles City and County was made by Dr. R. G. Brodrick of 
Oakland and Frank E. Chapman of Cleveland. 

The arrangement of the hospital permits of ~the maximum flexibility 
and will take care of the hospital needs of the indigent of Los Angeles 
County for many years to come. The ceremonies were presided over by 
Honorable Frank L. Shaw, chairman of the Board of County Super- 
visors, assisted by the Local Arrangements Committee, comprising over 
one hundred of the leading citizens of Los Angeles. 
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THE SELECTION OF THE MEDICAL STAFF 
AND ITS RELATION TO THE 
HOSPITAL! 


By A. R. HatcuHer, M.D. 
Superintendent, Hatcher Hospital, Wellington, Kansas 


T HAS OFTEN BEEN SAID that no institution is any greater than the staff 
7. which mans it. 

For this reason the hospital standardization movement was conceived 
in the minds of clear-thinking and far-sighted leaders in surgery whose 
ideals are being carried out in the present day greatly to the advantage of 
humanity and the advancement of scientific medicine. This has been ac- 
complished through the establishing of what is universally and popularly 
known as “the minimum standard.” It would therefore be worthwhile 
to present here the minimum standard as set forth by the American Col- 
lege of Surgeons in the selection of a staff. 

‘1. That physicians and surgeons privileged to practice in the hospital 
be organized as a definite group or staff. Such organization has nothing 
to do with the various existing types of staff organization. The word 
“staff” is here defined as the group of doctors who practice in the hospital 
inclusive of all groups such as the “regular staff,” the “visiting staff,” 
and the “associate staff.” 

2. That membership upon the staff be restricted to physicians and sur- 
geons who are (a) competent in their respective fields and (b) worthy 
in character and in matters of professional ethics; that in this latter con- 
nection the practice of the division of fees, under any guise whatever, 
be prohibited. 

3. That the staff initiate and, with the approval of the governing board 
of the hospital, adopt rules, regulations, and policies governing the pro- 
fessional work of the hospital; that these rules, regulations, and policies 
specifically provide : 

(a) That staff meetings be held at least once each month. 

(b) That the staff review and analyze at regular intervals the clinical 
experience of the staff in the various departments of the hospital, such 
as medicine, surgery, and obstetrics, the clinical records of patients, free 
and pay, to be the basis for such review and analyses. 

4. That accurate and complete case records be written for all patients 
and filed in an accessible manner in the hospital, a complete case record 
being one, except in an emergency, which includes the personal history ; 


1Read before the Kansas Hospital Association, Newton, November 8, 1930. 
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the physical examination, with clinical, pathological, and x-ray findings 
when indicated; the working diagnosis; the treatment, medical and sur- 
gical; the medical progress; the condition on discharge with final diag- 
nosis ; and, in case of death, the autopsy findings when available. 

5. That clinical laboratory facilities be available for the study, diagnosis, 
and treatment of patients, these facilities to include at least chemical, 
bacteriological, serological, histological, radiographic, and fluoroscopic serv- 
ice in charge of trained technicians. 

The question that interests us concerning what share in the hospital's 
responsibility should be shouldered by the staff can only be determined and 
must naturally vary with the type of staff as to whether it be an “open 
staff” or a “closed staff.” 

An open hospital is one in which any reputable physician in a given 
locality is allowed to practice. 

1. Local medical society. 

2. Personal acquaintanceship with hospital authorities. 

3. Type of school. 

4. Local and civic standing in a community. 

5. The open hospital extends the privileges of hospitalization to such 
physicians. 

The closed hospital is more or less opposite to this. 

1. By right of ownership. 

2. Having helped in the creation of hospital facilities. 

3. Group confined to the faculty members of a school of medicine. 

Application of membership to staff set forth. 

Identification data. 

College. 

Internship. 

Post-graduate work. 

Societies of which he is a member. 

List of scientific papers or essays which have been published. 
Three suitable references. 

8. And his signing of the pledge to abide by the by-laws, rules, regula- 
tions, and standard policies of the institution if granted the privileges 
to practice therein. 


Pre eh 


After the staff is fully organized and functioning as it should, meeting 
all the requirements as set forth in their Constitution and By-laws and 
those of the hospital in which they are operating, the relations between 
the doctor and hospital are reciprocal, the doctor giving to the hospital 
his support, his service, and his executive help and the hospital furnish- 
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ing a suitable place and adequate facilities for the utilization of his pro- 
fessional knowledge in the treatment of the sick. 

The subject of “The Selection of the Medical Staff and Its Relation 
to the Hospital” should mean to all of us a good service to a sick person, 
and in rendering such a service the relation of the medical staff to the 
hospital would naturally depend somewhat on the underlying essentials 
of a good hospital. Each service, that of the staff and that of the hos- 
pital, is as important in every detail as the other. I mean good doctors, 
good nurses, and good hospital administration, in order that the people may 
receive the full benefit of proper relations between the medical staff and 
the hospital organization. 

In former days a doctor was considered self-sufficient to render a pa- 
tient any service desired ; but the practice of medicine to-day requires team 
work, the component members being the doctor and his professional asso- 
ciates on one hand and the hospital with its laboratories, personnel, clin- 
ical departments, nursing service, and adiministratives on the other. 

It is apparent in these days of complex medical activities that the doctor 
cannot work without the hospital and the hospital cannot exist without 
the doctor. These reciprocal relations imply obligations on the part of 
each toward the other. When these obligations are accepted in a spirit 
of friendly co-operation, with the ultimate end of improving the service 
to the sick, the patient, the hospital, the doctor, and the community are 
equally benefited. 


- = © Oe 


A HOSPITAL LEADER PASSES ON 


Dr. Charles B. Bacon, medical superintendent of Kings County Hos- 
pital, Brooklyn, New York, one of the most prominent hospital adminis- 
trators in the East, died on December 12 at his home on the hospital 
grounds. Dr. Bacon collapsed after returning from the annual dinner 
of the Colgate Alumni Association, which he had attended earlier in the 
evening, and died before the arrival of medical attention. For twenty 
years Dr. Bacon has been the medical superintendent of the City Hos- 
pital on Welfare Island, and previous to that time had been the medical 
superintendent of the Cumberland Hospital in Brooklyn. He took over 
his duties as medical superintendent at the King’s County Hospital about 
one year ago. 
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THE PRACTICAL APPLICATION OF 
SOCIAL SERVICE IN A SMALL 
HOSPITAL* 


By Frances Eaton 
Director of Social Service, Holyoke Hospital, Holyoke, Massachusetts 


‘pn Novemeer, 1924 Mr. William Skinner and Mr. Joseph A. Skinner 
[ made a gift of $100,000 to the Holyoke Hospital. It was a memorial 

to their father, who was the first president of the hospital, and the 
fund was called the William Skinner Fund. With their gift went the 
request that the fund be placed under the control of the directors of the 
hospital’s endowment fund and that the income be expended preferably in 
the out-patient and social service work. Their great generosity and vision 
were accompanied by the conviction on the part of the president, Mr. 
Frank Towne, the administration, and the advisory committee of the medi- 
cal staff that with the development of the out-patient and social service 
departments “a great deal of good would come to the needy in the com- 
munity.” A great need was felt in this channel by which the hospital 
might serve the community through the lines of preventive medicine and 
public health. When the possibility of adding a medical social worker to 
the hospital staff opened up, Miss Conrad, our superintendent, wrote in this 
way: “Human misery is made up of so much more than physical pain 
that a really effective cure of physical ills is often impossible if there is 
mental or financial distress. When a person leaves his accustomed routine 
and becomes a hospital patient, and again when he leaves the hospital and 
goes back to his family and the community, a certain amount of readjust- 
ment is inevitable, not only for him but for the family. To help in making 
this adaptation as simple as possible, and thereby to aid in the speed and 
completeness of the recovery, is part of the task of the hospital social 
worker. Having gained admittance to the situation, she will often discover 
other factors needing attention, such as under-nourished children, poor 
household economy, etc. Obviously, the whole task requires no small 
degree of skill and experience.” 

Consequently, in May, 1925 the medical social worker was appointed and 
the work was organized coincidentally with the expansion of the out-patient 
department. Two years later the social work grew to such an extent that 
an assistant was added to the staff and from that time the department has 
consisted of two social workers and a stenographer. The cost of the de- 
partment for 1929, for salaries and transportation expenses only, was 





1Read before the thirty-second annual convention, American Hospital Association, New Orleans, 
October, 1930. 
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approximately $5,000. The out-patient department was at first housed 
in a bungalow erected for the emergency care of patients at the time of 
the poliomyelitis epidemic in 1916. This answered the purpose very well 
for a time but was soon found to be inadequate. Mr. William and Mr. 
Joseph Skinner, realizing this and the growing importance of the work, 
made another magnificent gift to the hospital—the Skinner Clinic building 
—a memorial to their sister, Miss Belle Skinner, whose interest in both 
the work and its new home had been a very real inspiration. The building 
is not only very beautiful, but has proven in practical use ideal for its 
purpose—a result achieved by the architects, McKim, Mead & White, and 
the advisors, Mr. Michael Davis and Dr. Frederick MacCurdy. The social 
service covers both the hospital and out-patient departments, having offices 
in both places. The offices are excellent in respect to both accessibility 
and privacy. The hospital is a general one for the acutely ill with a 
capacity of 150 beds and is situated in a manufacturing community of 
sixty-five thousand inhabitants. The out-patient department had as. a 
nucleus a state venereal disease clinic and an orthopedic clinic, and to these 
have been added the services of pediatrics, medicine, surgery, eye, ear, 
nose, and throat, skin, dentistry, and physiotherapy. The social service 
director is responsible to the superintendent of the hospital. Advice on 
certain matters of policy is obtained from the out-patient department and 
social service committee of the directors, upon which sits a physician and 
the hospital superintendent; and the social service director attends the 
quarterly meetings of the out-patient medical staff, presenting problems 
of the department for consideration. There have been many matters of 
mutual concern for the social service worker, superintendent, and super- 
visor of the clinic, including interdepartmental lines of responsibility, and 
weekly conferences have been necessary and of great benefit. Through 
these conferences clear and definite decisions have been reached and they 
have furthered mutual understanding, which has made for team play. 
The functions of our hospital social service have not developed chrono- 
logically with respect to the majority of their importance, but rather accord- 
ing to the particular needs at each stage of development. Miss Margaret 
Bradley, who organized the department, endeavored from the beginning 
to give such an understanding of our purposes as would become a vital 
part of the social forces of the community. Group talks, conferences with 
social agencies, and, above all, practical demonstration have contributed to 
this end. The early enlistment of volunteers, both individual and group, in 
actual service has been, we believe, vital. Their contribution has been in 
the line of recreation, both in wards and clinics, transportation, clinic 
management, and Christmas festivities. 
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The social worker from the beginning has done the admitting to the 
out-patient department. A careful interview is had with each applicant to 
determine whether or not he is eligible for admission, further investigation 
being made if deemed necessary. When an applicant has been under the 
care of a private physician, the physician is consulted regarding the ad- 
visability of clinic care for that individual. If admitted, the social worker 
makes recommendations to the clinic supervisor as to the patient’s ability 
to pay the fees. If considered a suitable patient for a private physician he 
is advised to go to the family doctor, in the absence of whom he is given 
the name of staff physicians according to suggestions made by the medical 
staff. The need of the clinic straightway asserted itself by the numbers of 
“refers” from the various social agencies, and the social worker began at 
once to fill the important liaison task of sending, with discretion, interpre- 
tive reports to those agencies—reports to a case-working agency which 
would enable the worker to give due importance to the physical condition 
of the individual, and the medical recommendations involved, in working 
out each social problem. 

Another immediate need was the follow-up of patients who had failed 
to keep up their treatment in the venereal disease and orthopedic clinics. A 
follow-up system was started and later turned over to the supervisor in 
charge of clinic administration who refers to social service when letters or 
cards have failed to effectuate patients’ return for treatment. Follow-up 
visits have been made by student nurses, during their period in the clinic, 
under the supervision of the social worker. From the beginning the direc- 
tor of the training school and the social worker have been interested in 
giving to the nurses in training some opportunity to grasp the social aspects 
of disease. This has been attempted by a series of talks during the pro- 
bationary period, and conferences and home visiting while receiving their 
training in the out-patient department. This, we feel, has a two-fold bene- 
fit: first, that of giving a point of view toward the patient wide enough to 
include the social side of illness; and second, that of giving the student 
nurses sufficient understanding of the work of hospital social service to 
enable her to use that department for the benefit of her patients. 

Early in the history of our department the medical staff requested that 
all staff patients be referred to social service before their discharge from 
the wards. This, with the excellent co-operation of head nurses, opened 
up to us one of the most important channels by which we were able to 
aid the physicians in making medical treatment more effective by the sup- 
plementing of social treatment—that major function of any hospital social 
service department. After consultation with the physician, and arriving 
at an understanding of the patient’s condition and recommendations for 
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further medical treatment and supervision, a study is made of the social 
situation of the patient. Adjustments are often made with regard to the 
home conditions, occupation, attitude of patient or family, etc. which enable 
the patient to continue his progress toward health. The lack of facilities 
for convalescent care in our community has often made it advisable for a 
patient to have a longer period of hospitalization than he otherwise would. 
The physicians have therefore looked to the social worker and her knowl- 
edge of home conditions for information to aid them in determining the 
length of the hospital period or the need for special convalescent care. 
Also, as our hospital does not care for chronic cases, many patients have 
been referred to the social worker for arrangements for long-time care 
in private homes or institutions. Time limitations have made it impossible 
to interview every staff patient in order to apprehend those cases in which 
social treatment is needed. The selection of cases, therefore, has been 
made by refer of definite problems by the physicians, nurses, or patients 
themselves and by the social worker according to diagnoses and their social 
implications. 

In a small hospital such as ours where it seems to be feasible to have 
the admitting to the clinic done not only by a worker with social service 
training but by the social service department, great advantages result. 
Having had this first contact with the patient and the knowledge resulting 
from the first interview, the social worker can aid the physicians and 
nurses in individualizing the patients; can start at a strategic time to give 
an understanding of the clinic which makes for confidence and continued 
treatment, and can more efficiently render assistance when patients are 
referred back to social service for help in the carrying out of medical 
recommendations. The latter is a very large phase of the clinical social 
service work, and in these days of part time and unemployment, inability 
to meet the cost of treatment is one of the greatest of obstacles. 

For material relief, directly or indirectly concerned with the health of 
the patient, our social service department has no funds. The need of 
financial aid is judged in each individual case on a case work basis and 
recommendations made to public or private relief-giving agencies or to 
private individuals according to the particular problem. 

When the physician’s recommendation for the patient is hospitalization 
the social worker talks over with the patient just how he can best meet 
the staff hospital expense. If in the light of his resources, liabilities, and 
obligations he is considered unable to meet this expense, such a recommen- 
dation is made to the superintendent of the hospital. The superintendent 
is responsible for the expenditure of the endowed bed fund and for the 
fund of the Hospital Aid Association, the latter being a member of the 
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Community Chest. Since the time when the social service and out-patient 
departments were started there has been a marked increase in the number 
of free bed patients. The contributing causes of this have undoubtedly 
been the business depression and the increase in the total number of staff 
patients, due to the opening of the out-patient department. The superin- 
tendent, in her report for 1928, suggests a possible relation between this 
increase and the large amount of the bills receivable from patients previous 
to 1927. Her feeling was that much of this was owed by individuals who 
should never, in the first place, have been allowed to assume the respon- 
sibility of their own bills. The increasing demand for free beds has re- 
sulted in further gifts of endowed beds from benevolent individuals. 

In conclusion, I will again quote from our former superintendent, Miss 
Conrad, who knew the hospital both with and without a social service 
department. “I think really that the biggest asset came from the peace 
of mind resulting from a realization that the decisions which were being 
made” (i. e., after Miss Bradley was “installed’”’) “were as nearly the just 
and right ones as it was humanly possible to make. When the municipal 
prenatal nurse was ‘placing’ the illegitimate babies and looking after their 
mothers and the various case workers of other agencies were doing such 
odds and ends of adjustment as came their way—often without any real 
idea of the implication of a diagnosis 





and the decision as to whether 
or not an incoming patient could pay a hospital bill or should be on hospital 
aid or an endowed bed was made in the superintendent’s office with such 
scant information as the private doctor could give or I could myself extract 
from a crude sort of interview—when our patient’s social problems were 
being maltreated in this way, I had continually an uneasy feeling that 
most of it was wrong! And the relief which I felt personally when Miss 
Bradley came, notsonly because of the weight of detail which I no longer 
had to trouble with, but because of knowing that it was now being handled 
by a person with the right technique and training, was immense. . . . 
Medical social work has a method of its own and a unique contribution to 
make in doing a complete job for a patient.” 
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An Opportunity 


One of the most eminent hospital administrators in 
the United States recently remarked that the complete 
file of the Transactions of the American Hospital 
Association would form the best hospital library that 
an administrator could assemble. 


The Association has twenty-five complete sets of 
the Transactions for the years 1923, 1924, 1925, 1926, 
1927, 1928, and 1929, the entire seven volumes of 
which may be purchased for the sum of $10.50. It 
has 124 copies of the 1920 Transactions, three hun- 
dred of 1922, five hundred of 1923, twenty-five of 
1924, five hundred of 1925, five hundred of 1926, 
three hundred of 1927, and 450 of 1928, which are 
offered at $1.50 per volume. 


This offer was distributed two weeks ago to a number 
of libraries throughout the United States and up to 
this time 160 volumes of these Transactions have been 
ordered. Additional orders are arriving daily and the 
membership should avail itself of this opportunity to 
complete their files by ordering their missing issues as 
soon as possible. 
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RECENT COURT DECISIONS OF INTEREST 
TO HOSPITALS 





Contract for Care of Patient for Remainder of Life Held Valid 


An interesting decision was rendered in the Court of Common Pleas 
in Cincinnati, Ohio, in favor of the Deaconess Hospital against the execu- 
tors of the estate of Mr. Julius C. Frei. 

During his lifetime Mr. Frei entered into an agreement with the Dea- 
coness Hospital, by which he was to pay the hospital $7,000 for the care 
of himself and his wife, Louise S. Frei, for the balance of their lives. 
Both Frei and his wife were suffering from incurable diseases. The con- 
tract was entered into on May 26, 1928, and contained a clause that in the 
event Mr. Frei and his wife left the institution of their own volition, 
the hospital would refund all monies paid upon the contract except $56 a 
week for the care of the two and the charges for the medical attention 
added. 

Mr. Frei paid $3,000 down and agreed to pay the balance of $4,000 
within a year after the date of entering the contract, May 26, 1928. Mrs. 
Frei died six weeks after the accomplishment of the contract and Mr. Frei 
died within six months after entering the hospital. The hospital sued the 
executors for the $4,000 due and unpaid on the contract. 

The executors filed an answer with a cross petition, demanding a return 
of all the $3,000 paid in except $28 a week for each of the Fréis during 
the time they were in the hospital, and cancellation of the balance of the 
payment was also demanded. This answer and demand was based upon 
the agreement of the contract to rebate to the Freis all but $56 a week 
for the two, with charges for the medical attention extra, if they or either 
of them decided to leave the hospital. The Court decided that the contract 
was binding and gave a verdict in favor of the hospital. 





Hospital Liability for Death of Patient Following Operation by 
Incompetent and Unskilled Member of Staff 

A recent decision in the Missouri Courts, covering suit for damage 
by the widow of a patient who was operated on at the Still-Hildreth 
Sanatorium, Macon, Missouri, for tonsillectomy, which resulted in the 
death of the patient, confirmed the decision of the lower court in granting 
the plaintiff a verdict for $6,500. 

The patient, Gilstrap, reported to the sanatorium and was operated on 
by one R. J. McReynolds, an osteopath, who was paid a salary and pro- 
vided with room and board by the sanatorium. The patient was given a 
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local anesthetic and McReynolds undertook to remove the tonsils, but was 
unable to do so. The patient lay down for about fifteen minutes and was 
then removed to another hospital at Kirksville, about thirty-two miles 
away, conducted by the College of Osteopathy and Surgery. About three- 
quarters of an hour after his arrival the surgeon, Petermyer, connected 
with the hospital, came into the operating room and called McReynolds’ 
attention to the weak and rapid pulse of his patient. There was a profuse 
hemorrhage from the tonsils, which McReynolds was attempting to stop 
with the application of sponges, without success. Petermyer advised 
suturing, but McReynolds refused to do so, for the reason that he had 
never performed that operation. About eight o’clock, about one hour 
later, the patient was removed to his room, cyanotic, gasping for air, and 
after a glucose solution was injected and adrenalin was administered, the 
patient died shortly after nine o’clock. 

The claim of the sanatorium was that there was no proof of negligence 
on McReynolds’ part, nor proof of malpractice for which the Osteopathic 
Sanatorium Company was responsible, and the Court answered : 


“Sufficient proof was made. The operation upon the patient 
was continued an unreasonable length of time, four times as long 
as would reasonably be required ; dangerous hemorrhage was pro- 
duced during the operation; the doctor in charge either failed to 
discover it or failed to stop the hemorrhage; and when advised 
by another doctor, about 45 minutes after the beginning of the 
operation, that the wound should be sutured in order to stop the 
hemorrhage, he declined to do it himself, but requested the other 
doctor to do it; that (sic) at the time the wound was sutured it 
was too late to save the patient’s life on account of the loss of 
blood, and the unreasonable length of time of the operation. 
These, with other facts and circumstances in evidence, show that 
the treatment and operation upon the patient was not only im- 
proper and ill advised, but was a complete and tragic bungle from 
its inception to its end. This presents a patent case of a doctor 
subjecting a patient to improper treatment, and allowing the pa- 
tient to bleed to death, when in the exercise of ordinary skill it 
could have been prevented.” 

The further contention of the Osteopathic Sanatorium Company in 
support of its appeal that no causal connection had been established between 
the alleged negligence and the death of the patient was answered in the 
Court’s decision as follows : 

“For the jury to find, or for us to hold that defendant, as the 
doctor of this patient, did use-reasonable care and skill, would be 
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to profane the noble and humane profession of the healing art. 
Defendant employed and harbored an incompetent doctor in its 
sanatorium, and held him out to the public as safe and fit for all 
functions apparently intrusted to him, and should not be permitted 
to escape the consequences of his incapacity. If it could escape 
on the mere assertion that the doctor was not its agent, which 
assertion the jury did not believe, then the defendant, without 
responsibility, could entrap the innocent and unwary.” 

For the reasons here stated by the Court and for other reasons stated in 
the opinion the judgment of the Court below in favor of the widow of the 
deceased was affirmed. 





Employment of a Nurse Under Compensation Act 


A case of interest to hospitals was decided by the Supreme Court of 
Oklahoma recently. An employee of the Ranney Rig Building Company 
accidentally suffered a broken back, causing paralysis of his arms and parts 
below. The company had him placed in a hospital, in the case of a Dr. 
McElroy. A sister of the patient requested that he be sent to the home of 
his parents in another state. The attending physician acquiesced, with the 
understanding that a nurse make the trip with him. Under the direction 
of the attending physician, and without consulting the employer, the hos- 
pital secured a nurse who accompanied him on his trip and attended him 
from May 12, 1924 to August 27, 1924. The nurse presented her Dill 
for services and was awarded $540, at the rate of $5.00 a day, by the 
state industrial commission. 

The company appealed to the Supreme Court of Oklahoma, contending 
that no person could recover for medical services in a compensation case 
rendered, without the direct authority of the employer or the insurance 
carrier, where proper hospital and medical services were already being 
supplied. The company finally contended that the nurse had no legal right 
to collect for services rendered sixty days after injury, unless there was 
application to the industrial commission for further medical aid. 

In its decision the Court said: “We cannot see the necessity of a de- 
termination by the commission. The whole record discloses there was 
no dispute between the parties as to the necessity of medical and nursing 
service after the sixty-day period. At the time of the removal of the 
patient from the hospital the sixty-day period had already expired and the 
need for further treatment was fully recognized by the company, as 
well as by the physician.” Under such circumstances the Court thought 
it would be entirely unnecessary to make application to the industrial 
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commission to determine whether or not further medical aid was needed. 
Having found no error in the record the Supreme Court affirmed the award 
of the industrial commission. : 





The Hospital’s Liability for Injury to Special Nurse 


In a case recently decided in California, Mautino vs. Sutter Hospital 
Association, where a private nurse engaged in work in the hospital, in the 
employ of a patient, the court held that such private nurse was an invitee 
of the hospital and that the hospital owed a duty to such nurse to have 
its premises in a reasonably safe condition and to give warning of latent or 
concealed perils. There is no liability, however, for dangers that are ob- 
vious, which are as well known to the nurse as to the hospital. If, there- 
fore, a special nurse is injured by reason of slipping on a floor the hospital 
is not liable, where the nurse knew of the slippery condition of the floor 
.and continued to walk on it. 





Hospitals and Indemnity Insurance 


A recent decision in the Mississippi Baptist Hospitals vs. Moore is of 
particular interest to hospitals. The Court ruled that hospitals adminis- 
tered solely for charity which do not receive profit from their operation are 
not liable for the negligence of their physicians and servants, if due care 
and caution have been exercised in selecting them. An insurance policy 
issued to a charitable hospital contracting “to indemnify the assured . 
against loss from liability imposed by law upon the insured” indemnifies 
the hospital only for liability for negligence in its selection of physicians 
and servants. It creates no right of action either by the hospital or the 
patient therein against the insurance company, nor does it impose any 
additional liability on the hospital itself in favor of the patient. A patient 
may not recover damages, therefore, from a charitable hospital so insured, 
on an allegation that a roentgenogram of the patient’s arm was so negli- 
gently taken in the hospital that it failed to disclose a fracture, where 
no negligence is shown in the selection of the physician who operated the 
x-ray machine. 
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Question: Do hospitals operating with a “closed staff” usually permit outside 
physicians, other than staff members, to attend full-pay ward patients or compensation 
patients assigned to the open ward? 


ANSWER: Hospitals having a closed staff usually insist upon the rule 
that non-staff members cannot attend patients in the ward, whether they 
are full-pay, part-pay, or charity cases. This rule does not well apply, 
however, if the hospital is under an agreement with large corporations 
or large manufacturing plants to hospitalize their sick or injured em- 
ployees. The hospital frequently solves such a problem by appointing 
the physicians connected with such corporations to the hospital staff. 
In closed staff hospitals, which have a courtesy as well as an attending 
staff, the courtesy staff is permitted to care for patients admitted to 
private rooms, but not generally permitted to care for patients admitted 
to the open wards. 





Question: Our town has about 20,000 citizens. It is a residential community 
without factories and twenty-three miles from a metropolitan center. Within five 
miles of us in one direction is a good hospital, and to the north five miles is another 
good hospital, and nine miles to the west of us is a good hospital. These are all 
private hospitals, depending for their support upon public subscription. Would a 
tax supported hospital, erected in this town, be self-supporting and if not, what might 
be the deficit, assuming that such hospital was properly run? What would be the 
approximate cost of construction? 


ANSWER: A modern, fire-proof hospital would cost, in your locality, 
in the neighborhood of forty cents per cubic foot, to which 15 per cent 
of the total cost should be added for furniture and equipment. You 
should make an allowance of at least 10,000 cubic feet for each bed of its 
proposed bed capacity, and figuring upon the basis of one hundred beds 
your institution would cost in the neighborhood of $460,000 to $475,000. 
With economy your institution could be operated at‘ an annual cost 
per bed of $1,400, or $140,000 operating expense for each year. It is to 
be borne in mind that the greatest economy, consistent with a modern 
building and good hospital service, is implied in quoting these figures, 
both as to the construction costs and the operating costs of the building 
and operating a good hospital. 
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Within a short distance of your community are three good hospitals, 
affording good facilities for the patient who is able to pay for his hospital 
service. It is doubtful whether the erection of another hospital in your 
community is warranted, unless the prospects for greatly increased 
growth in population are positive. In all probability your hospital would 
experience a deficit of $20,000 a year in its operation for the first two or 
three years. 





Question: What hospital disbursements should be included in computing the pa- 
tient day cost and what should be excluded? 


ANSWER: All operating disbursements, including payroll, heat, light, 
fuel, maintenance, replacements of surgical instruments, furniture, fix- 
tures and equipment, cost of ambulance service, telephone and telegraph, 
insurance on buildings and interest paid upon money borrowed for operat- 
ing purposes and other disbursements of this character should be totaled 


* and into this total the number of patient days for any given period should 


be divided. The result will be the cost per patient day. Capital expendi- 
tures, including expenditures for permanent improvements, interest on 
bonds, interest on monies spent for the purchase of property, the cost of 
new building, the cost of new permanent fixtures and new furniture, the 
cost of laboratory apparatus when the laboratory is first installed, and 
other capital expenditures should not be included in the cost of a 
patient day. 





Question: We would like to secure information from you which will help us in 
preparing a statement of standards for children’s institutions, including institutions 
for dependent and neglected children, detention homes and receiving homes, as to the 
amount of hospital bed space which should be provided for units of different sizes. 
Please advise the ratio of hospital accommodations per one thousand children cared 
for under these circumstances. : 


ANSweER: A fair ratio for the provision of children’s beds in environ- 
ments such as you describe would be one bed for every ten children and 
for an institution of one thousand children an infirmary of one hundred 
beds should be provided. The reason for this rather high proportion of 
infirmary beds is due to the fact that children living in the environment you 
suggest, with frequent admissions to such institutions, experience heavy 
incidences of diseases of childhood, particularly communicable diseases, 
and provision, should be made in these institutions to carry a peak load in 
time of epidemic. 
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QUERIES 


Question: Please advise what percentage of depreciation should be taken upon 
hospital buildings, furniture, and equipment ? 


Answer: If the*buildings are wood, of semi-fire-proof construction, or 
fire resistent, a depreciation of 4 per cent would be a fair one to charge off. 
If the buildings are modern, fire proof constructed buildings, of brick, 
stone, concrete and steel, the depreciation should be averaged at about 2 
or 2% per cent per annum. The depreciation upon equipment and fur- 
nishings is a variable, depending upon the kind of equipment referred to, 
as well as its construction. A fair average of depreciation for all the 
equipment in the hospital, including furniture, would be from 8 per cent 
to 10 per cent per annum. 





QuEsTION: Please advise how funds made by public subscription for the public 
welfare, and which are allotted for the care of the indigent sick, should be distributed 
upon an equable basis to the different hospitals in our community? 


ANSWER: The best method for the distribution of welfare funds which 
have been raised for the care of indigent people is to base the distribution 
of these funds upon the amount of service that the respective institutions, 
which are to be the beneficiaries of the fund, have rendered in any given 
period in the care of charity cases. For example, if one institution is doing 
twice as much charity work as another institution in the city, the first 
institution should benefit just twice as much as the institution doing the 
lesser amount of charity service. 

There are, of course, circumstances which might influence the distribut- 
‘ng authorities to give the hospital that does the smaller amount of charity 
a larger sum than the one that does the greater amount. For instance, in 
the case of a hospital that is in financial distress, which has been doing 
good work, and serving a very useful purpose in a location in the city in 
which people who are more or less dependent upon community assistance 
reside, it might be given a larger proportion of these funds in order to help 
it continue the satisfactory work that it has been accomplishing. 
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Colorado State Hospital Association 


The Colorado Hospital Association held its annual meeting on Decem- 
ber 4 and 5, 1930, at the University of Colorado School cf Medicine and 
Hospitals, Denver. 

The Thursday morning session was presented by the Colorado Dietetic 
Association, at which time problems of hospital administration, particularly 
those of the dietary department, were discussed. On Thursday afternoon, 
Dr. Charles S. Woods, superintendent of Saint Luke’s Hospital, Cleve- 
land, Ohio, conducted a round table discussion. 

The annual banquet was held on Thursday evening, at the Shirley 
Savoy Hotel, Denver. Mr. Paul Fesler, superintendent of the University 
of Minnesota Hospitals, and President-elect of the American Hospital 
Association, and Dr. Charles S. Woods of Cleveland, Ohio, being the 
principal speakers. A musical program was rendered by the glee club of 
Beth-El Hospital, Colorado Springs, Colorado. 

The Friday morning session was devoted to the administrative problems 
of hospitals; and the afternoon meeting, which was arranged by the State 
Nurses’ Association, was given over to a discussion of nursing problems. 
Following the nursing section, the business meeting was held. Recom- 
mendations of the trustees were acted upon, namely: that the time of the 
annual meeting of the Association be changed to the month of November, 
instead of December; and that it be held in some city other than Denver, 
next year. The following officers were elected for the coming hospital year : 
Dr. Maurice H. Rees, president; Dr. H. A. Green, first vice-president ; 
Mrs. Oca Cushman, second vice-president ; Mrs. Bessie Haskin, treasurer ; 
and Mr. Frank J. Walter, executive secretary. Dr. G. Walter Holden was 
elected trustee for a five years’ term, and Mr. John E. Swanger was 
elected trustee to fill a vacancy caused by the resignation of Mrs. Helen 
E. Greenamyre from active membership in the association. 

At this meeting great st-ess was placed upon the coming session of the 
state legislature and the proposed, and also needed, legislation affecting 
hospitals. The situation regarding the state compensation fund was dis- 
cussed and a committee composed of Mr. Frank J. Walter and Mr. W. G. 
Christie was appointed to investigate the matter further and to report at 
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a later date. The Committee on Nurses’ Allowances, after having made 
a somewhat extensive survey, recommended to the Association that the 
training schools in Colorado abolish all student allowances. 

Luncheon meetings were held both days of the convention for members 
of the association. . 





The Annual Meeting of the Illinois, Indiana, and Wisconsin Hospital 
Associations 

The tentative arrangements for the combined meeting of the Illinois, 
Wisconsin, and Indiana Hospital Associations have been made. The meet- 
ings will be held at the Hotel Sherman on April 1, 2, and 3. The program 
committee is arranging a very ambitious and practical program for this 
meeting. It promises to be in every way one of the best that has been 
presented at any group meeting. The yearly meetings of these associa- 
tions have been invariably well attended and have called together large 
numbers of the leading hospital administrators, not only from the Middle 
West, but from all parts of the country. It is estimated that the attendance 
this year will exceed four hundred. 





COMING MEETINGS 

Council on Medical Education and Hospitals, A.M.A., Chicago, Feb- 
ruary 16-18. 

Iowa Hospital Association, Cedar Rapids, March 11-12. 

Illinois-Indiana-Wisconsin Hospital Associations, Hotel Sherman, Chi- 
cago, April 1-3. 

Louisiana Hospital Association, Baton Rouge, 1931. 

Michigan Hospital Association, Detroit, 1931. 

Midwest Hospital Association, St. Louis, 1931. 

Missouri Hospital Association, St. Louis, 1931. 

New England Hospital Association, Boston, January 16-17. 

North Carolina Hospital Association, May 19-21, Durham. 

Ohio Hospital Association, Cleveland, April 28-29. 

Hospital Association of the State of Pennsylvania, Philadelphia, March 
24-26. 

South Dakota Hospital Association, Madison, 1931. 

Tennessee Hospital Association, Knoxville, 1931. 

Western Hospital Association, Oakland, June 9-12. 

Second International Hospital Congress, Vienna, June 8. 

Conference of the Committee on the Cost of Medical Care, Washington, 
D. C., September 17-24. 


American Hospital Association, Toronto, September 28-October 2. 
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North Carolina Hospital Association 


The North Carolina State Hospital Association will hold its 1931 
convention in Durham, May 19 to 21. The association has extended an 
invitation to both the Virginia and South Carolina Hospital Associations 
to meet with their state organization at that time. 

Dr. L. D. Grady, of the Carolina General Hospital, Wilson, is president 
and Mr. E. G. Farmer, Wilson, is secretary. 





New Officers of Western Hospital Association 


Mr. George W. Olson of Los Angeles was elected president of the 
Western Hospital Association, Miss Grace Phelps, of Portland, secretary, 
and Mr. Ellard Slack of Oakland, California, treasurer, at the last annual 
meeting in Vancouver. 





The West Virginia Hospital Association 


The West Virginia Hospital Association held its fifth annual session 
at Charleston on December 8 and 9. The meeting was attended by many 
prominent West Virginia hospital administrators, as well as physicians 
and surgeons on the hospital staffs. Dr. C. A. Rey of Charleston made 
the address of welcome. The response was made by Dr. Walter E. Vest 
of Huntington. Mr. J. S. Turk, superintendent of the Ohio Valley Gen- 
eral Hospital, president of the Association, presided at all the meetings. 
Miss Mary M. Maloney, superintendent of the Cook Hospital at Fair- 
mont, presented an address on the “Standardization of Nurses’ Training 
in West Virginia.” 

The program of the afternoon session included the report of Secretary 
Savage and addresses by Dr. W. A. MacMillan, Dr. Russell Kessel, 
medical examiner at the state compensation department, and Dr. B. I. 
Golden, superintendent of the Davis Memorial Hospital at Elkins. The 
principal address at the banquet session was made by Dr. Harry M. Hall, 
of Wheeling, on “This Hospital Problem.” Dr. W. D. McClung, Spencer, 
the new head of the Huntington State Hospital, presided at the banquet. 
Miss Jean T. Dillon of the State Crippled Children’s Society, Dr. R. H. 
Walker of Charleston, and Miss Maloney also addressed the meeting. 
The feature of this session was an address by Judge George W. McClintic 
of the United States Supreme Court. 

The officers elected were Dr. B. I. Golden, superintendent of the Davis 
Memorial Hospital, Elkins, president; Dr. Walter E. Vest of Huntington, 
president-elect ; and Joseph W. Savage of Charleston, secretary-treasurer. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
November 1 to December 30, 1930 


Chippewa County War Memorial Hospital.......Sault Ste Marie, Mich. 
Bot Oebinel Moolliel...:. .c:..000ts ceeaclo chine Oakland, Calif. 
Illinois Masonic Hospital............c0cececsecececucees Chicago, III. 
Long Island College Hospital... . «ceed. pa ciewsas 5 Brooklyn, N. Y. 
Miners’ Hospital of Northern Cambria..................Spangier, Pa. 
St. Lucas Evangelical Deaconess Hospital.............. Faribault, Minn. 
Shelby County Memorial Hospital...................000- Sidney, Ohio 
Weert Moomtel, Tac... 5.606.265. eset cewwys Ear Washington, N. C. 





APPLICATIONS FOR PERSONAL MEMBERSHIP 
November 1 to December 30, 1930 


Anderson, Lillian, R.N., supt. nrs., Winchester Memorial Hospital, Win- 
chester, Va. 

Auer, O. N., asst. supt., Michael Reese Hospital, Chicago, Il. 

Aylesworth, Frances L., supt., Ideal Hospital, Endicott, N. Y. 

Bloom, Otto I., M.D., act. supt., People’s Hospital, New York, N. Y. 

Dubell, Mrs. Charles, chairman lady’s bd., St. Christopher’s Hospital for 
Children, Philadelphia, Pa. 

Goodrich, Paul B., office and credit mgr., Hamot Hospital, Erie, Pa. 

Josella, Sister, supt., S.S. Mary and Elizabeth Hospital, Louisville, Ky. 

Lesser, Carrie L., supt., Pocatello General Hospital, Pocatello, Idaho. 

Mackoy, Nellie V., supt., Roosevelt Hospital, Los Angeles, Calif. 

Orde, R. H. P., dir., Central Bureau of Hospital Information, London, 
England. 

Pearson, Vera, R.N., supt. nrs., Regina General Hospital, Regina, Sask., 
Canada. 

Stewart, Lydia Maud, supt. nrs., New Hampshire Memorial Hospital. 
Concord, N. H. 

Thornton, Michael J., M.D., asst. gen. med. supt., Bellevue Hospital, New 
York, N. Y. 

Willis, H. G., supt., East Oakland Hospital, Oakland, Calif. 

Woolson, Elizabeth, R.N., supt., Shelby County Memorial Hospital, Sid- 
ney, O. 





APPLICATION FOR LIFE MEMBERSHIP 
King, Bertha M., lab. tech., Pocatello General Hospital, Pocatello, Idaho. 
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The Congress on Medical Education, Licensure, and Hospitals 


The Annual Congress on Medical Education, Licensure, and Hospitals 
will be held at the Palmer House, Chicago, February 16, 17, and 18. 
Among the sessions of particular interest to hospitals will be the Monday 
morning session on “The Care of the Mentally Ill in the United States” 
and the Monday afternoon sessions on “Mental Hygiene’ and “The 
Problems in Medical Education.” 

The Tuesday afternoon session will be devoted to “Hospital Problems” 
and among the subjects to be presented at this session are “The Hospital, 
Medical College, and Intern” by Dr. A. C. Bachmeyer, superintendent, 
Cincinnati General Hospital; “The Hospital Training of Interns” by Dr. 
H. L. Foss, surgeon-in-chief, George F. Geisinger Memorial Hospital, 
Danville, Pennsylvania; “Hospitals and the Law” by Dr. Thomas V. 
McDavitt, Bureau of Legal Medicine and Legislation, American Medical 
Association. The discussions will be led by Dr. Fred G. Carter, super- 
_ intendent of Ancker Hospital, St. Paul. 

On Wednesday morning the American Conference on Hospital Service 
will hold its first session with President Harry E. Mock presiding; Dr. 
E. H. L. Corwin will present a paper on “Survey of Convalescent Care 
in the United States”; Dr. James A. Britton of Chicago will present a 
Report of the Committee to Study Possibilities for Convalescent Care 
and other subjects and speakers at this session will be announced later. 
On Wednesday afternoon there will be a joint session of the American 
Conference on Hospital Service and the Council on Physical Therapy of 
the American Medical Association. General Merritt W. Ireland, surgeon 
general of the United States Army, will preside. “Occupational Therapy” 
will be discussed by Dr. W. R. Dunton, Jr. of Harlem Lodge, Catons- 
ville, Maryland, and “Rehabilitation and Convalescent Care” will be pre- 
sented by Dr. E. H. L. Corwin of the New York Academy of Medicine. 
“Physical Therapy in the Teaching Hospitals” will be presented by a 
speaker to be announced later. The discussion will be led by Dr. Harry 
E. Mock. 

Monday evening the Council on Medical Education and Hospitals will 
hold a joint dinner with the Central Council on Nursing Education. The 
toastmaster will be the Honorable Ray Lyman Wilbur, Secretary of the 
Interior, and the principal speaker will be Dr. Henry A. Christian, of the 
Harvard University medical school. 

On Tuesday evening there will be the annual federation dinner, with 
Dr. John W. MacConnell presiding. Dr. Charles B. Pinkham of Sacra- 
mento, California, president of the federation, will deliver the address of 
the evening. 
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SECTION OFFICERS AND COMMITTEES—1931 


Reduced railroad rates have been secured on all railroads at fare and 
one-half for the round trip. It will be necessary to secure at least 150 
receipts showing that full fares have been paid on the trip to Chicago. 
The reduced fares will apply to friends and relatives, as well as to those 
who are regularly invited to the conference. 


wisn 


SECTION OFFICERS—1931 


ADMINISTRATION SECTION 


Chairman—George A. Maclver, M.D., City Hospital, Worcester, Mass. 
Secretary—(to be selected). 


CONSTRUCTION SECTION 


Chairman—William H. Walsh, M.D., 612 N. Michigan Ave., Chicago, III. 
Secretary—Henry Hedden, M.D., Methodist Hospital, Memphis, Tenn. 


DIETETIC SECTION 


Chairman—Miss Fairfax T. Proudfit, 1968 Central Ave., Memphis, Tenn. 
Secretary—G. Gwendolyn Taylor, Touro Infirmary, New Orleans, La. 


NursInGc SECTION 

Chairman—Anna B. Wolf, Billings Memorial Hospital, Chicago, Iil. 
Secretary—Carolyn Davis, Good Samaritan Hospital, Portland, Ore. 

OutT-PATIENT SECTION 
Chairman—Fred Carter, M.D., Ancker Hospital, St. Paul, Minn. 
Secretary—John G. Copeland, M.D., Albany Hospital, Albany, N.Y. 

SocrAL SERVICE SECTION 
Chairman—Frances Wright, Hartford Dispensary, Hartford, Conn. 
Secretary—Helen Beckley, American Association of Hospital Social Workers, Chi- 

cago, Ill. 
SMALL HospitaL SEcTION 


Chairman—John H. Olsen, Richmond Memorial Hospital, Prince Bay, S.I., N.Y. 
Secretary—W. Hamilton Crawford, South Mississippi Infirmary, Hattiesburg, Miss. 


TEACHING HospitaL SECTION 
Chairman—R. C. Buerki, M.D., University Hospital, Madison, Wis. 
Secretary—(to be selected). 
TRUSTEE SECTION 
Chairman and Secretary to be selected. 


TUBERCULOSIS SECTION 


Chairman—Joseph R. Morrow, M.D., Bergen Pines, Ridgewood, N.J. 
Secretary—G. L. Bellis, M.D., Muirdale Sanatorium, Wauwatosa, Wis. 


STANDING COMMITTEES—1931 
CoNSTITUTION AND RULES 


Richard P. Borden, Chairman, Union Hospital, Fall River, Mass. 
Frederic A. Washburn, M.D., Massachusetts General Hospital, Bost-n, Mass. 
John M. Peters, M.D., Rhode Island Hospital, Providence, RJ. 
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RESOLUTIONS COMMITTEE 


F. O. Bates, Chairman, Roper Hospital, Charleston, S.C. 
Robert E. Neff, University Hospitals, lowa City, Iowa. 
Henry A. Rowland, Department of Hospitals, Toronto, Canada. 


LEGISLATIVE COMMITTEE 


E. T. Olsen, M.D., Chairman, Receiving Hospital, Detroit, Mich. 
E. I. Erickson, Augustana Hospital, Chicago, II. 
Ellard E. Slack, Samuel Merritt Hospital, Oakland, Calif. 


NOMINATING COMMITTEE 


Warren L. Babcock, M.D., Chairman, Grace Hospital, Detroit, Mich. (1935). 

E. Muriel Anscombe, Jewish Hospital, St. Louis, Mo. (1933). 

Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. (1934). 

Thomas Howell, M.D., New York Hospital, New York, N.Y. (1932). 

J. L. McElroy, M.D., Medical College of Virginia Hospital, Richmond, Va. (1931). 


MEMBERSHIP COMMITTEE 


E. S. Gilmore, Chairman, Wesley Memorial Hospital, Chicago, II. 
W. Hamilton Crawford, South Mississippi Infirmary, Hattiesburg, Miss... 
George A. Collins, Department of Public Welfare, Denver, Colo. 


* William E. Proffit, Deaconess Hospital, Buffalo, N.Y. 


Emily Pine, St. Luke’s Hospital, Boise, Idaho. 
Out-PaATIENT COMMITTEE 


Herman Smith, M.D., Chairman, Michael Reese Hospital, Chicago, Ill. (2 years). 
John E. Ransom, Johns Hopkins Hospital, Baltimore, Md. (3 years). 

James W. Manary, M.D., Boston City Hospital, Boston, Mass. (3 years). 

Samuel Bradbury, M.D., Pennsylvania Hospital, Philadelphia, Pa. (3 years). 
Frederick MacCurdy, M.D., Vanderbilt Clinic, New York, N.Y. (3 years). 


SPECIAL COMMITTEES—1931 
PLAN AND SCOPE OF THE ASSOCIATION 


S. S. Goldwater, M.D., Chairman, 1212 Fifth Ave., New York, N.Y. 
C. G. Parnall, M.D., Rochester General Hospital, Rochester, N.Y. 
Lewis A. Sexton, M.D., Hartford Hospital, Hartford, Conn. 


NARCOTICS 


John D. McLean, M.D., Chairman, Rush Hospital, Philadelphia, Pa. 

J. L. McElroy, M.D., Medical College of Virginia Hospital, Richmond, Va. 

Donald Smelzer, M.D., Graduate Hospital; University of Pennsylvania, Phiia- 
delphia, Pa. 


CLINICAL REcoRDS 


C. G. Parnall, M.D., Chairman, Rochester General Hospital, Rochester, N.Y. 
T. R. Ponton, M.D., Lord Lister Hospital, Omaha, Neb. 

Walter E. List, M.D., Jewish Hospital, Cincinnati, Ohio. 

Jessie E. Harned, Rochester General Hospital, Rochester, N.Y. 

E. W. Williamson, M.D., American College of Surgeons, Chicago, III. 

N. P. Colwell, M.D., Council on Medical Education and Hospitals, Chicago, III, 
S. Marx White, M.D., American College of Physicians, Minneapolis, Minn, 
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SPECIAL COMMITTEES—1931 


Pusiic HEALTH RELATIONS 


Malcolm T. MacEachern, M.D., Chairman, American College of Surgeons, Chi- 
cago, Ill. 

W. S. Rankin, M.D., Duke Foundation, Charlotte, N.C. 

J. L. Pomeroy, M.D., Department of Health, Los Angeles, Calif. 

General Hugh S. Cummings, Surgeon General, United States Public Health Serv- 
ice, Washington, D.C. 

William L. Coffey, Milwaukee County Institutions, Wauwatosa, Wis. 


HosPITAL PLANNING AND EQUIPMENT 


Carl W. Munger, M.D., Chairman, Grasslands Hospital, Valhalla, N.Y. 
D. L. Richardson, M.D., City Hospital, Providence, R.I. 

Joseph R. Morrow, M.D., Bergen County Hospital, Ridgewood, N.J. 
James U. Norris, Woman’s Hospital, New York, N.Y 

Josephine E. Thurlow, Cambridge Hospital, Cambridge, Mass. 


HosPITAL ORGANIZATION AND MANAGEMENT 


Sidney G. Davidson, Chairman, Butterworth Hospital, Grand Rapids, Mich. 
Harley A. Haynes, M.D., University Hospital, Ann Arbor, Mich. 

L. J. McKenney, Highland Park Hospital, Highland Park, Mich. 

Clarence H. Baum, Lake View Hospital, Danville, Ill. 

E. R. Crew, M.D., Miami Valley Hospital, Dayton, Ohio. 


SIMPLIFICATION AND STANDARDIZATION OF FURNISHINGS, SUPPLIES AND. EQUIPMENT 


John M. Smith, Chairman, Hahnemann Hospital, Philadelphia, Pa. 
Charlotte Pfeiffer, R.N., Stuart Circle Hospital, Richmond, Va. 
Sister Mary Veronica, Mercy Hospital, Chicago, II. 

M. E. Winston, Duke University Hospital, Durham, N.C. 


WoRKMEN’S COMPENSATION 


F. Stanley Howe, Chairman, Orange Memorial Hospital, Orange, N.J. 

T. E. Reeks, M.D., New Britain General Hospital, New Britain, Conn. 

T. P. Sharpnack, Broadlawns, Polk County Public Hospital, Des Moines, Iowa. 
W. W. Rawson, Thomas D. Dee Memorial Hospital, Ogden, Utah. 

George Sheats, Baptist Memorial Hospital, Memphis, Tenn. 

J. Rollin French, M.D., Golden State Hospital, Los Angeles, Calif. 


Fire INSURANCE RATES 


Lewis A. Sexton, M.D., Chairman, Hartford Hospital, Hartford, Conn. 

Alfred C. Meyer, Michael Reese Hospital, Chicago, Ill. 

John R. Howard, Jr.,. New York Nursery and Child’s Hospital, New York, N.Y. 
H. K. Mohler, M.D., Jefferson Hospital, Philadelphia, Pa. 


NATIONAL HospiTaAL DAy 


Matthew O. Foley, Chairman, Hospital Management, Chicago, III. 

Ishbel Craig Anderson, St. Luke’s Hospital, Davenport, Iowa. 

Rev. E. F. Garesche, Catholic Medical Mission Board, New York, N.Y. 

Sister M. Austin, Santa Rosa Hospital, San Antonio, Tex. 

B. A. Wilkes, M.D., Hollywood Clara Barton Mem. Hospital, Hollywood, Calif. 


EMPLOYEES’ RETIREMENT 


Robert Jolly, Chairman, Baptist Hospital, Houston, Texas. 

A. M. Calvin, Northwest Baptist Hospital Association, St. Paul, Minn. 
Ralph M. Hueston, Silver Cross Hospital, Joliet, Ill. 

J. B. Franklin, Georgia Baptist Hospital, Atlanta, Ga. 

Regina H. Kaplan, R.N., Levi Memorial Hospital, Hot Springs, Ark. 
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HOSPITALIZATION OF COLORED PEOPLE 


Chairman—To be appointed. 

William A. Doeppers, M.D., Indianapolis City Hospital, Indianapolis, Ind. 

Eugene H. Dibble, Jr., M.D., John A. Andrew Memorial Hospital, Tuskegee, In- 
stitute, Ala. 

J. J. Golub, M.D., Hospital for Joint Diseases, New York, N.Y. 


AUTOPSIES 


Maurice Dubin, Chairman, Mt. Sinai Hospital, Chicago, II. 

E. M. Bluestone, M.D., Montefiore Hospital, New York, N.Y. 

A. C. Bachmeyer, M.D., Cincinnati General Hospital, Cincinnati, Ohio. 
Edw. T. Thompson, M.D., Indiana University Hospitals, Indianapolis, Ind. 
N. P. Colwell, M.D., American Medical Association, Chicago, Ill. 


LIBRARY COMMITTEE 


Frank Billings, M.D., Honorary Chairman, 1550 N. State Parkway, Chicago, III. 
Asa S. Bacon, Chairman, Presbyterian Hospital, Chicago, III. 

John M. Dodson, M.D., American Medical Association, Chicago, II]. 

R. C. Buerki, M.D., State of Wisconsin General Hospital, Madison, Wis. 

Rev. M. F. Griffin, Trustee, St. Elizabeth’s Hospital, Youngstown, Ohio. 

Alfred C. Meyer, Michael Reese Hospital, Chicago, II. 


_ Louis H. Burlingham, M.D., Barnes Hospital, St. Louis, Mo. 


Evelyn Wood, Central Council for Nursing Education, Chicago, Ill. 


MEMBERS OF THE COMMITTEE ON THE GRADING OF NURSING SCHOOLS 


Joseph B. Howland, M.D., Peter Bent Brigham Hospital, Boston, Mass. 
Bert W. Caldwell, M.D., Executive Secretary, ‘American Hospital Association, 
Chicago, Ill. (Alternate. ) 


DELEGATES TO THE AMERICAN CONFERENCE ON HOsPITAL SERVICE 


Ralph B. Seem, M.D., Stanford University Hospital, San Francisco, Calif. 
(1 year). 
E. S. Gilmore, Wesley Memorial Hospital, Chicago, Ill. (1 year). 


CoM MITTEE TO CO-OPERATE WITH THE COMMITTEE ON THE Cost oF MEDICAL CARE 


Winford H. Smith, M.D., Johns Hopkins Hospital, Baltimore, Md. 

Michael M. Davis, Ph.D., Director for Medical Services, Julius Rosenwald Fund, 
Chicago, III. 

W. S. Rankin, M.D., Duke Endowment, Charlotte, N.C. 


DELEGATE TO COMMITTEE ON ORGANIZATION OF THE FirsT INTERNATIONAL CONGRESS 


ON MENTAL HYGIENE 


C. G. Parnall, M.D., Rochester General Hospital, Rochester, N.Y. 


COMMITTEE ON INVESTIGATION OF RUBBER FLoor TILEs (Co-oPERATING WITH BUREAU 


oF SivANDARDS, DEPT. oF COMMERCE, WASHINGTON, D.C.) 


Frank E. Chapman, Western Reserve University Hospital, Cleveland, O. 


CoMMITTEE TO CO-OPERATE WITH THE VETERANS’ BuREAU, AMERICAN LEGION AND 


OTHER ORGANIZATIONS INTERESTED IN THE CARE OF THE SICK AND 
DISABLED VETERANS 


Lewis A. Sexton, M.D., Chairman, Hartford Hospital, Hartford, Conn. 
Nathaniel W. Faxon, M.D., Strong Memorial Hospital, Rochester, N.Y. 
Bert W. Caldwell, M.D., 18 E. Division St., Chicago, IIl. 
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Rev. Adolph Matzner, of Lincoln, Nebraska, has been selected as 
superintendent of the Deaconess Hospital, Marshalltown, Iowa, to fill the 
vacancy caused by the death of Rev. Karl Rest, one of the best known 
hospital administrators in the Middle West. Mr. Matzner takes over 
his duties as superintendent of the Deaconess Hospital on January 1. 


Edgar Charles Hayhow has taken over the superintendency of the 
Paterson General Hospital, Paterson, New Jersey, filling the vacancy left 
by the death of Thomas R. Zulich. 


Captain Harry H. Warfield, formerly superintendent of the Carson C. 
Peck Memorial Hospital in Brooklyn, has been appointed superintendent 
of the St. John’s Hospital in Yonkers, New York. 


Dr. Stephen S. Brown has been appointed as acting director of the 
Maine General Hospital, Portland, Maine, pending the appointment of 
a successor to Dr. W. P. Morrill, who resigned the superintendency of 
that institution on December 1, 1930. 


Dr. Fletcher H. Brooks, of Baltimore, Maryland, has been appointed 
director of the John D. Archbold Memorial Hospital, Thomasville, 
Georgia, to succeed Colonel James L. Bevans who recently tendered his 
resignation. Dr. Brooks was formerly a member of the medical corps 
of the U. S. Navy and is now borne on the retired list. The directorship 
begins April 1, at which time Colonel Bevans will retire from the hospital 
field. 


Miss Olive M. Murphy, graduate of Johns Hopkins School of Nursing, 
Baltimore, has been selected as superintendent of the Randolph County 
Hospital at Winchester, Indiana, to succeed Miss Grace Isaacs, resigned. 


Dr. Amos Carter, who for the past eleven years has been superintendent 
of the State Sanatorium at Rockville, Indiana, has resigned, effective 
December 1. 
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Sister Servatia has been appointed Sister Superior of the Sacred Heart 
Hospital at Fort Madison, Iowa, and has taken over the duties of her 
new position. For many years Sister Savatia was connected with St. 
Joseph’s Hospital at Keokuk. She succeeds Sister Pancratia, who has 
recently been appointed as Sister Superior of St. Francis Hospital at 
Escanaba, Michigan. 


Major Thomas J. Bannigan has been selected director of the new 
Veterans’ Hospital in Newington, Connecticut. 


Miss Mary A. McKay has been selected as superintendent of the new 
Charles Godwin Jennings Hospital in Detroit, which was opened Novem- 
ber 28. 


Miss Dean Ferguson has been elected as superintendent of the Wells 
County Hospital, Bluffton, Indiana, to succeed Mrs. Esther Lehman 
Huffman. 


Mrs. Minnie Pottinger of Fort Wayne was named acting superintend- 
ent of the Huntington County Hospital, Huntington, Indiana, December 
6. Mrs. Pottinger was formerly superintendent of the nurses’ training 
school at the Lutheran Hospital at Fort Wayne. 





CONTEMPLATED CHANGES IN THE ADMINISTRATIVE 
STAFF OF BOSTON CITY HOSPITAL 


Trustees of the Boston City Hospital are considering plans which call 
for the promotion of Superintendent John J. Dowling, M.D., to the 
position of supervisory director of the City Hospitals and the advance- 
ment of Dr. James W. Manary, chief executive officer, who will succeed 
Dr. Dowling as superintendent of the institution. 
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ALABAMA 
Mobile.—Plans have been completed for the construction of a maternity 
home in Mobile to cost $250,000 and to be known as the Bishop Allen 
Memorial Home, in honor of the late Bishop Edward P. Allen. The 
plans have been drawn by Carey and Dowling, architects, of Mobile. 


ARIZONA 

Tucson.—All the preliminary work has been accomplished and plans 
have been approved for the construction of a $55,000 addition to St. 
Mary’s Hospital. Mr. M. H. Starkweather, architect, designed the build- 
ing and construction started on December 1, 1930. 

ARKANSAS 

Arrangements are being made by a committee headed by Honorable 
W. F. Sibeck, Judge of the County Court of Pulaski County, for the 
erection of a new county hospital to cost $600,000. Wittenberg and De- 
loney, architects, have been engaged to perfect the building plans. Judge 
Sibeck thinks that the construction on this new plant can be started early 
in 1931. 

CALIFORNIA 

Auburn —Architect W. H. Weeks of Oakland has been selected to 
draw the plans for the new $50,000 addition to the Placer County Hospital. 

Fillmore—The new Hospital de Buenaventua was opened for occu- 
pancy on Christmas day. 

San Francisco—The Hahnemann Hospital of San Francisco, which 
was turned over to the University of California ten years ago, has been 
turned back to the trustees of that institution. The building will be razed 
and a new hospital building, with a capacity of one hundred beds, will 


be erected at a cost of $400,000, 


CoLORADO 
Gunnison.—Plans and specifications for the new Gunnison Hospital 
were presented last November 11. Construction will be started at an 
early date, 
ILLINOIS 
Evanston.—The Community Hospital Association of Evanston opened 
a hospital for negroes on December 7. This new institution will take 
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care of the sick of the 8,500 colored population of the city of Evanston, 
who, previous to the opening of this institution, had to go to Chicago 
for hospitalization when they became ill. The new structure will have 
nine wards, an isolation department, laboratories, and operating rooms. 
It was designed by Meyer J. Sturm. 


Pekin ——Bids were received for the construction of a new addition to 
the Pekin Hospital on December 16. Construction on this new addition 
will be started shortly after the first of the year. 


INDIANA 

Evansville—Dr. K. E. Miller, medical officer in charge of the Evans- 
ville hospital, advises that the plans for two additions to the U. S. Marine 
Hospital in that city, to cost approximately $200,000, are awaiting the 
approval of the Surgeon General. One of the buildings will be three 
stories in height and will include the surgical equipment rooms, wards, 
and dining hall. The other building will contain the living quarters for 
the surgeons and nurses. With this addition the capacity of the hospital 
will be doubled. 


Knightstown.—The Indiana legislature will be asked to appropriate 
$150,000 for the erection of a fifty-bed hospital at the Indiana Soldiers’ and 
Sailors’ Home, near Knightstown. In the event that the budget asked 
for is received construction will be started shortly. 


Muncie.—Grant County is completing plans to erect a $150,000 sana- 
torium near Muncie in the near future. 


Iowa 
Bennett—The Durant Hospital was opened Saturday, December 13. 
Miss Ella S. Claussen, formerly superintendent of the Hammond City 
Hospital at Geneseo, Illinois, has been selected as superintendent of this 
new institution. 


Davenport——Davenport is planning a tuberculosis hospital which will 
provide accommodations for seventy-five: patients, and will cost $160,000. 
The firm of Cervin and Stuhr are the architects. 


Mercy Hospital, Davenport, is planning a one-half million dollar addi- 
tion to its present plant. 


KANSAS 
Eldorado.—The board of directors of the new Susan B. Allen Hospital 
to be constructed at Eldorado has formally approved the plans for the 
building, which were drawn by Washburn and Stookey. Contractors’ 


[ 136 ] 








of 
co 
pl 


SF 
Ja 


day 


Ty 
mo 
the 


— 


$85 
of 

clas 
of | 


cor 


20, 


are 








NEW BUILDINGS AND CONSTRUCTION 


bids are to be received on January 20. The building will cost, when com- 
pleted, $175,000. 


Leavenworth—General George H. Wood announces that he will rec- 
ommend the construction of a five hundred bed hospital to cost $1,500,000 
in Leavenworth. The President approves of the location. Construction 
on the new institution will be started at once. 


Ottawa.—The new Ransom Memorial Hospital at Ottawa is nearing 


completion and will be opened within a short time. 


MASSACHUSETTS 

Somerville —Construction of a new addition to the Somerville Hospital 
will soon be started. The new addition will involve the expenditure of 
$150,000. 

MICHIGAN 

Ann Arbor.—Construction of a two-story addition to the main portion 
of the University Hospital building at Ann Arbor has been started. The 
cost of this addition will be approximately $287,000 and it will be com- 
pleted by May 29. 


Brighton.—Construction work on the new hospital at Brighton is pro- 
gressing rapidly and the building will be ready for occupancy during 
January. 

Detroit—The new Charles Godwin Jennings Hospital was opened Fri- 
day, November 28, with Dr. Charles H. Mayor as the guest speaker. 
Construction of this new $750,000 plant was started in March, 1930. 
Twenty-four of the sixty-six beds are in rooms designed for patients of 
moderate means and worthy charity cases. The surplus income from 
the hospital will be used to reduce the fees for this class of patients. 


Mayor Frank Murphy on December 11 laid the cornerstone of the new 
$850,000 unit at Grace Hospital, which is described fully in this number 
of THe Buttetin. The Mayor dedicated this building to the middle 
class man. It is to be known as the Grace Hospital Unit for the Patient 
of Moderate Means, and will be completed early next summer. 


Saginaw.—The new County Contagious Hospital at Saginaw has been 
completed. It was turned over to the county health officer on November 
20, and is ready to receive patients. 

MINNESOTA 
Duluth—Plans for the construction of the Miller Memorial Hospital 


are in process of completion and construction will begin when the state 
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B & L Microscope 


Alert to the preferences of microscope users, 
Bausch & Lomb present a new addition to 
their line of microscopes—the GS Model. 
The optical system remains the same as in 
other models but in the stand we find the 
innovation, 


Of graceful design, with the arm forming a 
sweeping arc, the GS Microscope gives the 
appearance of perfect balance and stability. 
The base which is long and heavy, provides 
an excellent support for the microscope. The 
long, curved arm is attached to the base at 
that. point where the instrument will be in 
proper balance whether the body be at any 
inclination between vertical or horizontal po- 
sitions. This stand of the GS is strongly and 
tuggedly built, yet it may be manipulated 
and moved about with ease. 


Our new folder fully describes this new GS 
Microscope. 


Write far it today! 


BAUSCH & LOMB OPTICAL CO. 
656 St. Paul St. »« Rochester, N. Y. 
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legislature passes a proposed bill to create a board of trustees to govern 


the institution and its funds. 


Rochester —St. Mary's Hospital is constructing a beautiful chapel, 
which will cost in excess of $200,000. It is to be of the basilica type 
of Italian Renaissance pattern, similar to the one in Genoa. It will be 


completed in 1931. 


MISSISSIPPI 

Ellisville——Construction of the $650,000 expansion program at the 
U. S. Veterans’ Hospital in this city has been started and is well under 
way. 

Jackson—The Mississippi Building Commission, of which Honorable 
R. L. Brown is secretary, will receive bids on January 12 for twelve 
buildings of a group for the new $5,000,000 State Hospital for the Insane. 
N. W. Overstreet, of Jackson, is the architect. 


MIssourRI 
Independence-——The cornerstone was laid December 4 for the new 
$250,000 hospital building for eastern Jackson County. 


St. Louis —The Sisters of Notre Dame, Mother M. Jolendis, superior, 
will receive bids the first week in January for a brick and stone three- 
story infirmary at Spanish Lake. O’Meara and Hills, of St. Louis, are 
the architects. 

NEVADA 

Schurg—The Department of Indian Affairs is erecting a hospital build- 
ing for Indians on the Walker Lake Reservation at Schurz. The plant 
is estimated to cost $50,000 and will accommodate thirty-five patients. 


NEW JERSEY 
Trenton.—The Mercer Hospital opened its new administration and 
private patient building for inspection on Sunday, January 4. This 
building marks the completion of the building program inaugurated in 
1926. 
New Mexico 
Albuquerque.—The Veterans’ Bureau has selected a site for the $1,250,- 
000 hospital which is to be built in this city. It will be located east of 
Albuquerque, between Parkland Hills and the airport. 


New York 
Nassau County, New York, has approved a bond issue of $1,750,000 
for the erection of a two hundred bed county general hospital, which 
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“| HAVE been the proud possessor of the 

Victor Type A Shock-Proof X-Ray 
Apparatus for almost one year and can 
give unqualified endorsement of its capa- 
bility and ease of handling,” writes a Mis- 
souri physician. , 

“As a general practice in which it has 
been used, it has been revolutionary in the 
excellent quality of pictures, unusual adap- 
tability to any position or angle, and in the 
feature of electrical safety. It is especially 
satisfactory in fluoroscopy above or under 
the table, or for the unlimited positions at 
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will take care of all classes of patients, including contagious, psychopathic, 
tuberculous, and convalescent. 


Syracuse-—Dr. Harry A. Steckel, superintendent, announces the open- 
ing of the new State Psychopathic Hospital, which will be an integral 
part of the Syracuse Medical Center, on January 1. This hospital will 
accommodate sixty patients. 


OHIO 
Cincinnati.—-The land and site for the location of the proposed Western 
Hills Hospital to serve the communities of the Western Hills section in 
Cincinnati has been made. Construction of this institution is to start 
early this spring. 


Ravenna.—The Portage County Hospital will begin construction early 
in the spring. The building is to cost $75,000, which was provided by a 
bond issue. 


OKLAHOMA 
Walters——Dr. J. M. Thompson is arranging to receive bids for a $100,- 
000 hospital, three stories in height, to be built shortly after the first of 
the year. E. H. Eads and Company of Chickasha are the architects. 


PENNSYLVANIA 
Canonsburg.—The Canonsburg General Hospital now has under con- 
struction an addition to the main building which will increase its capacity 
to eighty-five patients. George W. Brugger is the architect. 


TEXAS 
Edinburgh.—The $500,000 City and County Hospital located in Edin- 
burgh, which has been closed for the past six months, was opened on 
December 15 by Dr. Arville Ponton of Fort Worth. 


Houston.—The new City and County Hospital, for which a bond issue 
of $1,500,000 was authorized some time ago, is to be built within a short 
time, and the old building will be utilized in some manner to be decided 
upon later. Dr. Christopher G. Parnall, of Rochester, New York, is 
medical consultant. The architect has not yet been selected. 


Luling —Wilson and Werner, architects, have submitted plans for the 
construction of a new hospital building in this city. 


Tyler—The Tyler Medical Arts and Hospital Association will start 
construction on a building in the near future to cost in the neighborhood 
of $200,000. In addition to providing office suites for members of the 
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hospital staff and other professional men in Tyler, the building will con- 
tain a complete modern hospital with thirty-five rooms. 


UtTau 
Salt Lake City.—Construction on the new $400,000 Veterans’ Hospital 
at Salt Lake City will be started early in the spring. 


VIRGINIA 
Lynchburg—W ork was started December 1 on the $80,000 addition 
to the Memorial Hospital, which will add thirty-nine beds and increase 
the total bed capacity to over one hundred. The wing will be three 
stories in height and of fire-proof construction throughout. 


Pennington.—The new thirty-bed Lee General Hospital at Pennington 
will be opened during January. Miss Parrish, formerly with the hospital 
at Fairmont, West Virginia, has been elected as superintendent of the 
new institution. 


West VIRGINIA 
Wheeling—The new addition to the Wheeling Hospital, erected at a 
cost of $500,000, has been formally opened. This hospital was established 
in 1850. With the addition of the new unit the hospital has a capacity of 
three hundred beds. 


New Brunswick 
Moncton.—On Tuesday, October 28, the Moncton City Hospital was 
officially opened. This new institution was designed by the firm of 
Stevens and Lee, architects, and will add seventy-five beds to the hospital 
facilities of the city. When finished the building will cost approximately 
one-half million dollars. The president of the Moncton City Hospital is 
Mr. A. C. Chapman. Mr. George A. Robertson is secretary-treasurer. 


Prince Epwarp IsLAnp 
Charlottetown.—Charlottetown is raising a quarter of a million dollars 
to construct a new hospital to replace the present institution. The funds 
have nearly all been subscribed and it is hoped that construction will be 
started within a short time. 


—_—_—+04—___—_ 
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ELIABILITY 


Tee superintendent of one of the 
largest hospitals in the East was asked by a 
prospective purchaser what his experience 
had been with American sterilizers. His reply 
follows: 





Answering yours of June 17, 1930: All of our 
sterilizers and disinfectors were bought from 
the American Sterilizer Company. 


Our experience with this firm dates back to 
1909. We are still customers. We recommend 
the American Sterilizer Company unreservedly. 


In this hospital there have been installed 
192 American sterilizers covered by nine 
separate orders. 


Discovery 
OF THE SOURCE 
OF CHOLERA EPIDEMICS 


In 1883, Europe, badly frightened at the 
prospect of an epidemic of cholera then 
raging in Egypt, sent Dr. Robert Koch into 
the infected region to study the disease. 


He discovered in the bodies of cholera 
victims a peculiar organism, but before he 
was able to complete his tests, the epidemic 
had died out. So he carried'his mice and 
laboratory paraphernalia to India where the 
disease was prevalent and there succeeded, 
after months of most dangerous work, in 
growing cultures of the suspected bacillus 
which reacted upon his mice with typical 


cholera characteristics. 


Upon his return to Germany, Dr. Koch 
was able to state with confidence that cholera 
vever occurs spontaneously, that it lives only 
n the intestines or in highly polluted water, 
that extermination of the disease requires 
simply provision for proper sanitation. 
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In 1903 these water sterilizers were shipped to their present 
owner, and have been in continuous service since. 

In June, 1930, they were returned to the factory to be equipped 
with electric heaters replacing the old gas heating system. 

The reservoirs showed no sign of deterioration and success- 
fully withstood hydrostatic pressure of more than twice the max- 
imum working pressure. 

In the same institution an American dressing sterilizer, shipped 
in 1902, is still in everyday use in the surgery. 


AMERICAN STERILIZER COMPANY 


1208 Plum St.,, ERIE, PENNSYLVANIA 
EASTERN SALES OFFICE: 200 Fifth Ave., New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 























The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 


patients. 


Circular will be sent upon request 


FRANK A. HALt & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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FLoRIDA 
Miami.—By the terms of the will of Miss Beatrice F. Cullin the Chil- 


dren’s Hospital will receive a benefaction of $15,000. 
ILLINOIS 

Chicago.—The Evanston Hospital and the Wesley Memorial Hospital of 
Chicago have received $10,000 each, under the provisions of the will of Mr. 
Albert E. Cross. 

INDIANA 

Indianapolis.—Under the will of Mrs. Hugh Mck. Landon, the sum of 
$200,000 is provided for the James Whitcomb Riley Hospital for Chil- 
dren for immediate use. The bequest is granted for educational and 
research work and grants to the trustees of the hospital the power to 
determine the exact work to be done. The fund is sufficiently large to 
provide an income that will finance the research work, which the expe- 
rience of the staff already has suggested is promising. 

Iowa 

Red Oak.—Under the terms of the will of Mr. Thomas D. Murphy and 
his wife, Ina C. Murphy, the executors of, his estate announce that $50,000 
is offered to the city of Red Oak to apply on the building, purchase, or 
endowment of the city hospital, to be known as the Murphy Memorial 
Hospital. 

Missovur! 

Springfield —The will of Mrs. Jessamine J. Nixon bequeaths the Burge 
Hospital the sum of $123,828, to be used as a nucleus for a building pro- 
gram for that institution. Miss Martha DuBois is the superintendent. 

NEW JERSEY 

Under the will of Frederick Loveless Atkins the Hackensack Hospital 

and Passaic General Hospital are to receive $25,000 each. 
OKLAHOMA 

Tulsa.—Mark Finston of Tulsa has given a sum of money to St. John’s 
Hospital adequate for the endowment of a research department in hema- 
tology. 

WEstT VIRGINIA 

Wheeling. —Through the will of James L. Hawley, the Ohio Valley Gen- 
eral Hospital received a bequest of $30,000, to be used for the benefit of 
needy patients. This gift is under a fifty-year trusteeship, after which 
time the full amount may be used for whatever purpose the hospital desires. 
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ANNUAL - 


PRINTED Annual 
Report presenting to 
the public a brief, interesting 
statement of what the hospi- 
tal has accomplished during 
the year is not only desirable 


but essential. ae 


@ Such a report has great pub- ea 
licity value if properly written iehicts 
and produced. It should be the = 
medium through which members 
of the community may be inter- 
ested in the work of the hospital. 











@ A plan of standardization in =e 
the matter of size of book, paper 
stock for inside and cover, typo- 
graphy and other details enables 
us to offer you a service in this 


matter heretofore not obtainable. examen 



















Now is the time to SPRINGFIELD 
prepare the copy. — 


Write for details of our i 

Standardized Service. ef are So 
ee Dp... 4 -. Ih § > 

Physicians’ Record Co. 

The Largest Publishers of 

Hospital and Medical Records 


161 W. Harrison St. Chicago, IIl. 





[Please mention “The Bulletin of the 
American Hospital Association” when 
writing to Physicians’ Record Co.] 
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THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 
—— ¢e¢——— 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 
Secretary—Bertha McElderry, Talladega. 
American Association of Hospital Social Worrers 
President—Edith M. Baker, Washington University Hospital, St. Louis. 
Secretary—Edith J. McCombe, St. Christopher’s Hosp., Philadelphia. 
American Protestant Hospital Association 
President—Dr. B. A. Wilkes, Hollywood Hospital, Hollywood, Calif. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 
Children’s Hospital Association 
President—Dr. Joseph A. Brenneman, Children’s Memorial Hospital, 
Chicago, IIl. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Connecticut Hospital Association 
President—Dr. B. Henry Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Florida Hospital Association 
President—Mr. J. A. Bowman, Munroe Memorial Hospital, Ocala. 
Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—Dr. C. S. Lentz, University Hospital, Augusta. 
Secretary—Mr. J. B. Franklin, Georgia Baptist Hospital, Atlanta. 
Hospital Association of the State uf Illinois 
President—Mr. E. E. Sander, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 
Indiana Hospital Association 
President—Dr. Wm. A. Doeppers, Indianapolis City Hospital, Indian- 
apolis. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 





Iowa Hospital Association 
President—Mr. Robert E. Neff, University Hospital, Iowa City. 
Secretary—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Kansas Hospital Association 
President—Dr. T. R. Heath, Bethany Methodist Hospital, Kansas City. 
Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 
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ANSWER: 


Both as an aid in producing quality work and a 


safeguard against accident, proper lighting 1s 
Without it 
operators cannot be sure of the perfect finish 


essential in the hospital laundry 


of the work. They may overlook faint stains, 
rough-dry spots and other defects. 


A well lighted laundry may be defined as one 
in which the work is at all times, during hand- 
ling by employees, in full, unchanging light 
without shadows or glare. 

In providing for proper illumination, the loca- 
tion of all laundry equipment should first 
be determined and the lighting 
planned accordingly. Particular 
attention should be paid to 
inspecting, assorting, and 


TROY LAUNDRY MACHINERY CO., 





This advertisement is one of a series addressed to Hospital and Institutional Executives. 


What i ts the importance of proper 
lighting 1 in the hospital laundry ? 7 





packing rooms. Too much reliance should not 
be placed in windows which on sunny days 
frequently cause glare. In the hospital 
laundry, where daylight cannot be the control- 
ling factor, it is better, in fact, to eliminate 
windows entirely If white and diffused, ample 


artificial light is, in the end, more satisfactory. 


Consideration should be given to the painting of 
walls, columns, ducts and equipment. Flat dif- 
fusing white, mill white or aluminum paint 
should be used All painted surfaces should be 
frequently cleaned Lamps and reflectors should 
be designed for easy and period- 
ical cleaning. Troy Advisory 
Service can give valuable assist- 
ance on lighting problems. 


INC. 


Chicago + New York + San Francisco + Seattle + Boston + Los Angeles. Factories: East Moline, Ill. 
JAMES ARMSTRONG & CO.. Lid. European Agents London + Berlin + Zurich. 


TROY 


LAUNDRY MACHINERY 
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THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Kentucky Hospital Association 
President—Dr. John R. Wathen, St. Anthony’s Hospital, Louisville. 
Secretary—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 
Louisiana Hospital Association 
President—Dr. E. L. Sanderson, Charity Hospital, Shreveport. 
Secretary—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 
Maine Hospital Association 
President—Dr. W: P. Morrill, Maine General Hospital, Portland. 
Secretary—Dr. T. A. Devan, Eastern Maine General Hospital, Bangor. 
Michigan Hospital Association 
President—Mr. S. G. Davidson, Butterworth Hospital, Grand Rapids. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Midwest Hospital Association 
President—Rev. L. M. Riley, Wesley Hospital, Wichita. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 
President—Mr. Paul Fesler, University Hospitals, Minneapolis. 
Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Mississippi Hospital Association 
President—Mr. Wayne Alliston, Jackson. 
Secretary—Dr. J. K. Avent, Grenada. 
Missouri Hospital Association 
President—Mr. L. A. Johnson, Trinity Lutheran Hospital, Kansas City. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Nebraska Hospital Association 
President—Mr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 
New England Hospital Association 
President—Miss Miriam Curtis, Cooley Dickinson Hospital, Northamp- 


ton. 
Secretary—Dr. W. Franklin Wood, Massachusetts General Hospital, 
Boston. 


New Jersey Hospital Association 
President—Dr. Earl Snavely, Newark City Hospital, Newark. 
Secretary—Mr. Thomas J. Golden, Jersey City Hospital, Jersey City. 
Hospital Association of the State of New York 
President—Mr. Sheldon L. Butler, Long Island College Hospital, 


Brooklyn. 
Secretary—Mr. Boris Fingerhood, United Israel Zion Hospital, Brook- 
lyn. 
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North Carolina Hospital Association 
President—Dr. L. V. Grady, Carolina General Hospital, Wilson. 
Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
Northwest Hospital Association 
President—Miss Carolyn E. Davis, Good Samaritan Hosp., Portland. 
Secretary—Mrs. Cecile Tracy Spry, Everett Gen. Hosp., Everett, Wash. 
Ohio Hospital Association 
President—Mr. Frank W. Hoover, Elyria Memorial Hospital, Elyria. 
Secretary—Mr. J. R. Mannix, Western Reserve University, Cleveland. 
Oklahoma Hospital Association 
President—Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 
President—Dr. John Ferguson, Toronto. 
Secretary—Dr. F. W. Routley, 314 Medical Arts Building, Toronto 5. 
Hospital Association of Pennsylvania 
President—Mr. Wm. A. Breitinger, Reading Hospital, Reading. 
- Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Dr. J. M. Beeler, Spartanburg General Hosp., Spartanburg. 
South Dakota Hospital Association 
President—Dr. Robert S. Westaby, Madison Hospital, Madison. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Tennessee Hospital Association 
President—Dr. Henry Hedden, Methodist Hospital, Memphis. 
Secretary—Dr. Eugene B. Elder, Knoxville General Hospital, Knoxville. 
Texas Hospital Association 
President—Dr. Lucius R. Wilson, John Sealy Hospital, Galveston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 
Virginia Hospital Association 
President—Dr. Knowlton Redfield, Jefferson Hospital, Roanoke. 
Secretary—Dr. J. O. Beavers, Newport News. 
Western Hospital Association 
President—Mr. G. W. Olson, California Hospital, Los Angeles. 
Secretary—Grace Phelps, R.N., Doernbecher Mem. Hosp., Portland. 
West Virginia Hospital Association 
President—Dr. B. I. Golden, Davis Memorial Hospital, Elkins. 
Secretary—Mr. Joe W. Savage, Charleston. 
Wisconsin Hospital Association 
President—Mr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Mr. L. C. Austin, Mt.’ Sinai Hospital, Milwaukee. 





Secretary 
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Another fine Ohio Hospital 


‘routines’ its weekly wash! 
ASHING and dry- 


ing and _ ironing 
and pressing are systematized 
at Fort Hamilton Hospital, 
Hamilton, Ohio. For, iike so 
many other fine modern hos- 
pitals, this imposing Buckeye 
institution has a laundry of its 
own — “American” -equipped, 
from metal washers to Eagle 


Presses. 
aay i Showing the American Flat Work Ironer 
If you have a big scale laundry and Eagle Presses in Fort Hamilton’s 


problem (and every hospital has), “American” laundry department, 

make use of “American” service! 

Our engineers will be glad to show you. and money and annoyances, guarantee 
typical laundry layouts—show you how a__ that your work will be ready “on time.” 
laundry of your own will save you time Write for our Specialist to call. 





THE AMERICAN LAUNDRY MACHINERY COMPANY 


Cincinnati, Ohio 














Makes cleaning easier... 
lowers the cost 


AKE the hard work out of all cooking equipment. The time, work 
hospital cleaning! That’s how and material saved are sure to keep 
hospital superintendents everywhere expenses down. 
ety prneny J a Ts Baggs Ao We No films left, because Oakite is free 
way A ae be ye! this quick- rinsing. Floors are never slippery. 
ae. , : Glassware and dishes gleam 


working material in a _ bucket of > > to th 
warm water is all that is needed to help to make food appetizing to the 


wash enameled fixtures, porcelain, invalid. 

and tiling; to keep floors, walls and Our nearest Service Man will be 
paint work spotless; to make win- glad to show you how Oakite as- | 
dows gleam. In the kitchen it as- sures better cleaning at lower cost. | 


sures speedy, thorough washing of He will call on request. No obliga- | 
glassware, silverware, dishes and tion. 


Oakite Service Men, cleaning specialists, are located 
in leading industrial centers of U. S. and Canada 


a ——— ——=—z 
Manufactured only by : 
OAKITE PRODUCTS, INC., 16F Thames St., NEW YORK, N. Y. 


OAKITE 


7s MARK REG. U.S. PAT. OFF. 


Industrial Cleaning Materials ans Methods 
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GENERAL OFFICERS—1931 
— 06 


PRESIDENT 


Lewis A. Sexton, M.D., superintendent, Hartford Hospital, Hartford, Conn. 


PRESIDENT-ELECT 


Pau H. FEster, superintendent, University of Minnesota Hospitals, Minne- 
apolis, Minn. 


First Vick-PRESWDENT 
G. W. OLson, superintendent, California Lutheran Hospital, Los Angeles, 
Calif. 
SEcoND VICE-PRESIDENT 


Murirtt McKesr, superintendent, Brantford Hospital, Brantford, Ontario. 
I 


TuHirD VICE-PRESIDENT 


Lucius R. Wirson, M.D., superintendent, John Sealy Hospital, Galves- 
ton, Tex. 


TREASURER 


Asa S. BAcon, superintendent, Presbyterian Hospital, Chicago, III. 


BoarD OF TRUSTEES 


Lewis A. Sexton, M.D., e--officio, superintendent, Hartford Hospital, 
Hartford, Conn. 

Pau. H. Fes ter, ex-officio, superintendent, University of Minnesota Hos- 
pitals, Minneapolis, Minn. 

Asa S. Baccn, ex-officio, superintendent, Presbyterian Hospital, Chicago, 
Ill. 

Watter H. Contry, M.D., Paris, France. Term expires 1931. 

NATHANIEL W. Faxon, M.D., director, Strong Memorial Hospital, Roch- 
ester, N.Y. Term expires 1933. 

E. S. GtLmore, superintendent, Wesley Memorial Hospital, Chicago, Ill. 
Term expires 1931. 

Rev. Maurice F. Grirrin, St. Philomena’s Church, Cleveland, Ohio. Term 
expires 1933. 

GrorGe F. StepHENS, M.D., general superintendent, Winnipeg General Hos- 
pital, Winnipeg, Manitoba. Term expires 1932. 

Carotyn E. Davis, superintendent, Good Samaritan Hospital, Portland, 
Ore. Term expires 1932. 


EXECUTIVE SECRETARY 


Bert W. Catpwe tt, M.D., office of Association, 18 East Division Street, 
Chicago, II. 





















































ENGLANDER BEDS 


For Hospitals and Institutions 
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WOODLAWN HOSPITAL, CHICAGO, ILL. 
Equipped with Englander Beds 


Englander Hospital 
Equipment 


BEDS—for private rooms or wards. 

BEDS—for medical staff, nurses and hospital help. 

MATTRESSES AND PILLOWS—complete line with a quality 
grade for every need. 

ROOF AND SOLARIUMS—folding chairs, tables and umbrellas. 


A Few Prominent Hospitals Equipped with Englander Beds 


Neurological Institute of the Columbia Medical Center, N. Y. 
Bzbies’ Hospital of the Columbia Medical Center, N. Y. 
Alexian Brothcrs’ Hospital, Elizabeth, N. J 
Abington Memorial Hospital, Abington, Pa. 
Hospital of St. Barnabas, Newark, N. J. 
Mt. Sinai Hospital, N. Y. 
Brooklyn Eye and Ear Hospital, Brooklyn, N. Y. 
Jewish Hospital, Brooklyn, N. Y. Mercy Hospital, Chicago, Ill. 
Woodlawn Hospital, Chicago, Ill. 


ENGLANDER SPRING BED CO. 


“Members of Master Bedding Makers of America” 


Showrcoms: 100 West 32nd Street, New York 
36 South State Street, Chicago — 88 Canal Street, Boston 
Factories: Brooklyn, Boston, Chicago 
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American Hospital Association 
Publications 


HE following special bulletins are in stock at headquarters and 
may be obtained for the nominal price indicated. Those bulletins 
narked n/c will be sent free to hospitals upon request. 


BULLETIN 
NUMBER 


29 
42 
44 
45 


47 
48 A 


49 


69 
70 


71 


“ 


73 
74 


“I 
on 


CONTENTS PRICE 
A Summary of Principles of Hospital Organization............ n/c 
Standardized and Comparable Hospital Statistics............. n/c 
Dismieetion otter Contagion. c5.6.cc. 50 cce ce ose vitesse eiees n/c 
Standing Orders and Definite Instructions for Routine Medical 
COREE tee a aig one era waa Gin aa Rea ies Oo Ria on eae miele 50c 
Report of Commiteee OM MPOONS . «oe 556-5 soso swan «sie eisrtine sein ace 8 50¢ 
Report of Committee on Buildings: Construction, Equipment, 
alacd Murterarice lS) 5.5 5 u5, arels cra aleve oes ree sie ae Rowe's 35¢ 
Report of Committee on Laundry Equipment and Supplies 
Oe eee enesie OAR Tee tA Pee ee A eee Hae ees 25c 
Report of Committee on Laundry Equipment and Supplies 
(Clo PUG ee OER AP nent center erik eee ea ee 25c 
Report of Committee on Hospital Forms Pertaining to Annual 
ETT ac | (2 MRI era aes nor A et a 25c 
Report of Committee on Hospital Forms (1923).............. 15c 
Report of Special Committee on Gauze Renovation (1922)..... 25c 
Report of Committee on Gauze Renovation (1923)............ 25c 
Handling of Narcotics in Hospitals not Maintaining Licensed 
PES es OU res ame aie h ems Ea Reet ivctatoateth eck n/c 
Report of Committee on Training for Hospital Social Work... 50c 
Report of Committee on Foods and Equipment for Food Service 


OM ERR RG aed een aie een es neat eae eee NOL Ee ree 25c 
Special Report of Sub-commi‘tee on X-ray Departments and 
PR ooo se Pen rei or rans emis Vi tS Ste ea Sela Gia 25c 
Pivepital Operaune CIgdes) 6 ccs cases ove eccsah ehirieoee teens n/c 
Report of Special Committee on Cleaning..................... 50c 
Report of Committee on Buildings: Construction, Equipment and 
RIMES es iat onc win, cre rere Shel oie pce e MERE 35c 
Report of Committee on Foods and Equipment for Food Service 
a ee eet re tics eae ek atc ree ct era ed 25c 
Report of Committee on Training of Hospital Executives 
OS) Re at ee ort Oe ee Te er ee ct renee 50¢ 
Report of Committee on Accounting and Records.............. 50c 
Report of Out-Patient Committee (1926)..................... 50c 
Report of Committee on Buildings: Construction, Equipment, 
ial NIAIONAHCS CISCO) “oc clint aowasaeindcnsacdeae cess MOC 
Report of Committee on County Hospitals.................... 50c 
Report of Committee on Simplification and Standardization of 
Furnishings, Supplies, and Equipment.................... 50 
Report of Committee on Out-Patient Work (1927)............ 50c 
Report of Committee on Training of Hospital Executives 
IU RU hg tara ea Pe cpr ara gin ee se to acet OTe bod hon winter Sos 50¢ 
Report of Commitee on Out-Patient Work (1928)............. 50c 
Report of Committee on Buildings: Construction, Equipment, 
ANG REARUO ARCS (19D) oie c.6 0.5.8 0s naccin’s 6 bareo eee esees 50¢ 


Report of Committee on Out-Patient Work (1929)............ 50 
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| BROWNE WINDOWS 





Many Hospitals Now Use These Modern Sanitary Windows 


Perfect Ventilation; Maximum Light and Vision; Absolute Weather 
Protection; Noiseproof, when closed; Safety and Economy in Cleaning 
exterior of glass from the inside; Simple, Easy Operation; Continuous 
and Lasting Service; No Depreciation; Fuel Saving and Minimum Main- 
tenance Costs. 


Also a Special Type Requiring No Restraint Bars 


Listed in Modern Hospital Year Book, and illustrated in Sweet’s Archi- 
tectural Catalogue. Samples displayed with Architects Samples Corp., New 
York; Architects Exhibit Corp., Boston; Architects Exhibit Inc., Cleveland; 
and Architects’ & Builders’ Exhibits, Inc., Buffalo. 


BROWNE WINDOWS 


| RICHEY, BROWNE & DONALD, Inc. 
52-15 FLUSHING AVE., MASPETH, NEW YORK CITY 

















Patients Appreciate Quiet 


And the Noiseless Aluminum 

Chart Holders in the Fosco 

Line of Visible Clinical 

Record Chart Desks give it 
to them. 


The Holders, being the operative, 
therefore the vital part of this 
equipment must be quiet. 

The “Fosco” Holders are made 
to operate in opening and closing 
without noise and they are further 
equipped with rubber ends to make 
the operation of placing them in 
the racks also noiseless. 

Hospital superintendents are 
quick to note the advantage of 
using the Fosco Chart Holders. 


Ask us to send full information 


F. O. SCHOEDINGER 


Manufacturer of a complete line 
of Aseptic Metal Hospital and 
Surgical Furniture 





C-A 6-8 Visible Clinical Record Chart 
Desk holding 24 noisless alumi- 
num chart holders Columbus, Ohio 


322-358 Mt. Vernon Ave. 
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The American 
Hospital Association 


... What it stands for 


-- *@e—- 


HE AMERICAN HOSPITAL ASSOCIATION, an or- 

ganization of which 1,446 hospitals in the United States and 

Canada are active institutional members, and 2,492 hospital 
trustees, administrators, and heads of departments are active per- 
sonal members, serves the entire hospital field. 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
consultation and information setvice which is at the disposal of 
all hospitals whether members of the Association or not. This 
service undertakes to furnish the latest information relative to 
administrative methods, hospital procedures, construction, and 
equipment—in general, all information pertaining to the successful 
operation of a hospital. 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
placement service. This service undertakes to furnish hospitals, 
and all other institutions of this character having vacancies among 
their personnel, with the credentials and references of applicants 
seeking positions. The Association assists the institutions in mak- 
ing contact with qualified people for the higher grade positions on 
their staffs. 


The AMERICAN HOSPITAL ASSOCIATION works in close 
co-operation with all organizations looking to the betterment of 
hospital service to the patient and to all things that are of benefit 
to our institutions. 


The AMERICAN HOSPITAL ASSOCIATION reviews all 
proposed legislation affecting hospitals and, through its legislative 
committee, inaugurates action to support all legislation that is 
worth while and of benefit to the hospital field, and to prevent 
the enactment of legislation prejudicial to the interests of our in- 
stitutions. 


—ee- 


Is your institution a member of the American Hospital 
Association? 
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Two Suture Essentials combined in 


D&G Kalmerid Non-Boilable Catgut 


Heat 


Sterilization 


. sterile under aoke most 
rigid bacteriologic methods 


ever devised for testing catgut 


0 BROOKLYN, N. Y 








SaSS 


Sterling 
Silver 


Silver-plated i. 
Gold-plated 


Gold-filled 
Solid-Gold 





face sehen 

A-SIMPLE-INEX PENSIVE-POSITIVE-PERMANENT 

SANITARY-METHOD of IDENTIFICATION-WITH 
AN ADVERTISING VALUE. 


For samples and prices use coupon below. 








Enameled in colors 


Solid Gold 


Am. Hosp. Ass'n 
Membership 


Button or Pin 





Use coupon below 


WRIGHT & STREET, Inc. 223 West 62nd St.. Chicago 
ENCLOSED $2.00 FOR A. H. A. [] BUTTON [] PIN 
WE ARE INTERESTEDIN [| BABY TAGS | | CLASS PINS 
[] TRAINING SCHOOL PINS [] INTERNES KEYS 


NAME _ HOSPITAL 











UII tener en CITY 
































Rules of Eligibility 


for Membership 


in the 


American Hospital 
Association 


Ooo0o0o00 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 
for Justitutional Membership. 


oo0000G6 


Persons actively engaged in hospital or public health 
work are eligible for Personal Membership. 


mo00000 


MEMBERSHIP FEES 


Institutional 

Active—Initiation fee for hospitals of less than 100 beds—$10.00; 
100-250—$20.00; over 250—$30.00. 
Membership Dues for hospitals of less than 100 beds—$10.00; 
100-250—$25.00; over 250—$50.00. 

Associate—Membership Dues—$10.00 for all organizations admitted. 

Subscribing—Membership Dues—$10.00 for all organizations not on 
this. continent. 


Personal 


Active—Membership Dues—$5.00. 
Associate—Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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GonNECTIGUT 


Nurses’ Calling Button 








CONNECTICU 


® 





ty 


46 Britannia Street, Meriden, Connecticut 
(Division of Commercial Instrument Corporation) 


Patented 


reduces maintenance—increases efficiency 


chy Write for our new catalog 


TELEPHONE 
& ELECTRIC 


CORPORATION 





STATEMENT OF THE OWNERSHIP, MANAGEMENT, 
CIRCULATION, ETC., REQUIRED BY THE ACT 
OF CONGRESS OF AUGUST 24, 1912, 

of The Bulletin of the American Hospital Association, 

published monthly at Chicago, Illinois for October 1, 

1930. 

State of Illinois). 

County of rome ON 
Before me, a notary public in and for the State and 

county aforesaid, personally appeared Bert W. Cald- 

well, M.D., who, having been duly sworn according to 
law, deposes and says that he is the editor of the 

Bulletin of the American Hospital Association and 

that the following is, to the best of his knowledge and 

belief, a true statement of the ownership, management 

(and if a daily paper, the circulation), etc., of the 

aforesaid publication for the date shown in the above 

caption, required by the Act of August 24, 1912, em- 
bodied in section 411, Postal Laws and Regulations, 
printed on the reverse of this form, to wit: 

1. That the names and addresses of the publisher, 
editor, managing editor, and business managers are: 

Publisher, American Hospital Association, Chicago, Ill. 

Editor, Bert W. Caldwell, M.D., Chicago, Illinois. 

Managing Editor, Bert W. Caldwell, M.D., Chicago, Il. 

Business Manager, Bert W. Caldwell, M.D., Chicago, I. 

2. That the owner is: (If owned by a corporation, 
its name and address must be stated and also imme- 
diately thereunder the names and addresses of stock- 
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